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ABSTRACT 

The objective of this Legislative Symposium was to 
assess the rural health care system of the State of New York, and in 
light of the current influences '^n that system, to design a framework 
for rural health care over the next two decades. The tasks of the 
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make proposals on system design, system development, and needs 
assessment. Over 125 people participated in the symposium and were 
divided into five workgroups: System Framework; Access; 
Reimbursement; Personnel; and Coordination. These workgroups outlined 
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concerns: regulatory flexibility > reimbursement and financing 
mechanisms; coordination; networking and community strategic 
planning; and the unique character of rural nee^.s, stre qths, and 
conditions. Sections of the report are (1) "Executive Summary"; (2) 
"Synopses of Guest Faculty Presentations"; (3) "Creating the Proper 
Environment for the Development of Rural Health Systems"; (4) "The 
Rural Community"; (5) "Reconfiguring the Traditional Health Care 
Model"; and (6) "V/orkgroup Reports and Public Comment." Appendices 
include information about programs for rural health delivery; 
classification of New York counties on a metropolitan-rural 
continuum; a list of symposium participants; and a list of agencies, 
associations, and councils that directly affect rural health policy 
and delivery systems in New York State. This report is of potential 
interest to educators and policymakers concerned with the quality of 
life in rural areas and the antecedents of student performance in 
schools. It may also be of interest to extension educators and those 
involved in interagency collaboration. (ALL) 
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To the Readers of this Special Focus Report: 



Senator Cook delivers 
the opening address at 
the Second Symposium 
on Rural Health Care, 
held at The Mary 
Imogene Bassett Hospital 
in Cooperstown, N.Y. 




As Chairman of the Legislative Commission 
on Rural Resources, I am pleased to present 
the final report of the second symposium on 
rural health care. This report highlights the 
coPxcems and recommendations of those 
involved in the provision of rural health 
care services across the state. 

Over 125 people participated in the two-day 
symposium, which was held April 29 to 
May 1, 1987, at the Bassett Hospital 
Conference Center in Cooperstown, New 
York. The participants represented a broad 
spectrum of organizations, institutions, 
providers and others involved in the 
provision, planning and regulation of health 
care in rural areas. In addition, attendees 
were joined by an excellent faculty of rural 
health care experts from across the country. 
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After distributing a preliminary report on 
the symposium, the Commission held a 
series of hearings between September 1987 
and January 1988 to solicit public comment 
on the recommendations put forth in the 
report. Testimony was received from over 
eighty individuals and organizations. 

The Commission members and staff have a 
strong commitment to the development of a 
rural health care system that is built on the 
unique character and values of the rural 
community, and addresses its need for 
quality, accessible health care. In 
conjunction with the many people who have 
offered their time and expertise to ftirther 
this goal, we have been able to develop 
legislative proposals and other initiatives to 
make our commitment a reality. 

On behalf of the members of the 
Commission, I would like to express our 
appreciation to all those who participated in 
the symposium and the public hearings. 
With continued representation of the rural 
community in the development of state 
policy, we can look forward to even greater 
successes in the future. 




Senator Charles D. Cook 
Chairman 

Legislative Commission on Rural Resources 
August, 1988 



Special Thanks 



State legislative leaders who took part in the 
Second Statewide Rural Health Symposium 
were Senators Charles D. Cook, Tarky 
Lombardi, Jr., John M. McHugh and James 
L. Seward, and Assemblymen William L. 
Parment, John G.A. O'Neil, and Anthony J. 
Casale. Congressman Sherwood Boehlert 
updated participants on rural health 
initiatives in Washington. Senator Alfonse 
D'Amato expressed his interest and suoport 
of rural New Yorkers' health needs via his 
Washington representative, Grace Morgan. 
Governor Cuomo was represented through- 
out the conference by Joseph Gerace, 
Director of the State Office of Rural Affairs. 
In sparing so much time from busy 
schedules, these officials recognized the 
great concern rural residents have about 
liminishcd access to health care. 

That concern was also demonstrated by the 
numbers of participants who came from 
everj' region of the state and a broad 
spectrum of public and private organizations 
and facilities. Their names and affiliations 
are cited in Appendix C. 

Special thanks go to Mary Imogcne Bassctt 
Hospital and its Director, Dr. William F. 
Streck, who hosted the conference and gave 
necessary support every step of the way. 

The conference planning committee was 
composed of John V. Andrus, David L. 
Boucher, Ronald C. Brach, Jo-Ann 
Conctantino, Leonard M. Cutler, David W. 
Davis, Paul Fitzpatrick, Seth Gordon, 
Mickey Hall, Dairell Jeffers, Warren 
Marcus, RoN^rt Reid, Ronald Rou.se, Robert 
L. Telford, Carol Frank Dye, Christine 
Puslikarsh, Irwin Rockoff, and Bruce 
Stanley. Their energy and expertise was 
essential in putting uie conference together 
O 
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and making it woric. Tlxanks, too, is due to 
the state legislators, state agencies and 
organizations these staff members repre- 
sented, for sparing their services to help 
p)an and manage the conference. 

Ten guest faculty were on hand to deliver 
remarks and assist the various woricgroups. 
These experts came from around the county 
and made outstanding contributions to the 
conference's success. They were: Bruce 
Amundsen, Jeffrey C. Bauer, Marsha 
Kilgore, John A. Krout, Ira Mostovice, 
Richard Nelson, Steve Rosenberg, James L. 
Scott, Cecil G. Sheps, and Timothy K. Size. 
Abstracts of their remarks are included 
this report. 

A Rural Health Resource Guide was 
prepared in advance of the conference by 
Commission staff members Julie Austin, 
Peter Fredericks, Joseph Nash, Mary 
Shands, and Thomas Stalter. Tliis scved as 
an information resource for all participants. 
The .staff are recognized for their special 
contributions to the conference's success. 
Our editor, Diane Hili, put together and 
typeset the final report of the proceedings. 

Finally, we wish to acknowledge and thank 
Mary Traynor and Julie Austin for writing 
tliis report and Keith Kinally for his expert 
review of an eaily draft — thus creating an 
accurate account of the '987-88 symposium 
proceedings and public hearings that dealt 
with the future design of rural health 
delivery systems in New York State. 



Ronald C. Brach 
Executive Director 

Legislative Commission on Rural Resources 
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Executive Summary 



"The results of 
studies demon- 
strated that the 
quality of care w 
rural swiug-bed 
programs either 
equalled or 
surpassed that 
found in 
comparable 
nursing homes." 



Mtrc Mcndeliohn 
Communty General Hospitil 
of SuUivtn County 
December 1987 (Schohwx. NY) 
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The health care delivery system across the 
state is under tremendous pressure to 
continually assess the quality and efficiency 
of care provided, and to curb the amount of 
public and private resources consumed in 
the delivery of services. The Commission 
on Rural Resources recognizes the unique 
stress these demands place on health care 
delivery in rural areas, where efficiencies 
available to the urban areas of the state are 
not always present. 

In 1985, the Commission responded to these 
growing concerns by sponsoring its first 
rural health care symF')sium. Participants 
from across the state came together to 
highlight the problems and needs ia the 
rural health care community and to propose 
some general solutions to address those 
needs. The majority of issues raised were 
related to three general factors: 

• The lack of a coherent state rural health 
care policy and blueprint for the 
development of health care services 
within rural areas; 

• The many institutional and regulatory 
impediments with which rural healtli care 
providers must continually struggle; and 

• The special costs of delivering health 
care in a rural setting. 

While that fii'St symposium provided 
guidance to the Commission in developing 
its legislative package for 1986, much more 
remained to be accomplished. Fundamental 
changes in the health care system were 
occurring at a rapid pace, including the 
closure or threatened closure of many rural 
hospitals. Thus, in response to requests 
from the health care industrv, the 
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Commission held a second symposium in 
1987, in order to obtain the assistance of 
experts in the field in developing more 
specific strategies to address the many 
issues raised at die first symposium. The 
objective of the symposium was to assess 
the rural healtli system, and, in light of 
current influences on that system, to design 
a framework for rur^l health care over the 
next two decades. 

A steering committee was formed to 
develop the outline and structure of the 
symposium and was instrumental in laying 
out the issues and tasks to be confronted by 
the participants, articulating the chai^ge to 
the symposiun^ to reconfigure the rural 
health care system, and defining system 
design and development issues and needs 
assessment demands. The committee also 
issued an outline for a Rural Health 
Resource Guide which was compiled by 
the Commission staff. 

Participants in the symposium — over 125 
people — represented rural health care 
consumers and providers, local government, 
community agencies and organizations, state 
legislators, and policymakers from the State 
Departments of Health, Social Services, and 
Education and the Office of Rural Affairs. 
Various statewide or/^anizations involved in 
the development of health policy were also 
in attendance. The steering committee 
suggested the inclusion of rural health care 
experts from around the country who would 
share their ideas and experience with the 
audience, as well as guide the workshop 
discussions and provide participants witli 
objective feedback on the proceedings. The 
guest faculty brought new insight to the 
discussions, including important information 
regarding programs in other states. 



"In essence, we're 
required to deliver 
the same quality 
with the same type 
of personnel, yet 
we're reimbursed 
less, and that is a 
known fact." 



Scoa ParuclU 

Stluiunca Dutnct HoipiUl 

November 1987 (Coming NV) 
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In order to effectively address the broad 
spectrum of issues in rural health care, 
participants were divided into five 
workgroups: System Framework; Access; 
Reimbursement; Personnel; and 
Coordination. The workgroups outlined 
the central issues in each of these subjects 
and brought fortli recommendations for 
consideration by the full symposium. 

As was expected, there were several 
concerns common to all categories aiid they 
will be highlighted throughout this report. 
They are: regulatory flexibility; 
reimbursement and financing mechanisms; 
coordination; networking and community 
strategic planning; and the unique character 
of rural needs, strengths, and conditions. 
Some of the specific recommendations 
related to these issues follow. 



Regulatory Flexibility: 

There was a general consensus that a rigid, 
strict regulatory oversight of the health care 
field, characteristic of New Yoric State 
health policy, precludes the ability of small 
rural communities to develop innovative 
ideas to more effectively address local 
health care needs. In addition, assumptions 
underlying the development of regulations 
are applicable only to metropolitan-based 
care, are often considered too strict or even 
counterproductive, and often create undue 
hardships. Some of the specific 
recommendations include: 

• Placing a moratorium on the involuntary 
closure of niral hospitals until assurance 
can be made that proper methods of 
health care delivery exist in those 
communities; 

• Allowing raral hospitals to use a portion 
of their acute care beds for the types of 
care needed in the community, from 
intermedicte to long term care. This 
discretionary power is bas2d on the 
developm(int of *swing beds*; 

• A waiver of the Certificate of Need 
(C JN) process for rural hospitals, to 



allov.' a ten percent change in certified 
bed capacity on a temporary basis, in 
order to respond to seasonal fluctuations 
in demand for services; 

Flexibility in staffing requirements to 
allow rural health care facilities to 
continue providing needed services, 
taking into consideration problems in the 
recruitment and retention of certain health 
care professionals, as well as the lower 
patient volumes associated with the 
delivery of certain procedures in less 
densely populated areas; and 

Examining regulations under which rural 
providers must operate, identifying 
regulations inappropriate for rural 
providers, state regulations that are in 
excess of federal requirements, and 
regulations which should be relaxed or 
eliminated. Tnis examination should 
extend beyond health care regulation to 
include related areas such as education, 
transpoitation and environmental 
conservation. 



Reimbursement and Financing 
Mechanisms: 

Rural health care providers generally receive 
lower financial reimbursements for services 
provided, primarily because the cost of labor 
has traditionally been lower in rural areas. 
However, this policy does not take into 
consideration that rural providers must 
compete for personnel with providers in 
metropolitan areas, especially for high level 
professional staff In fact, some rural 
providers must pay a premium in order to 
attract certain health professionals to rural 
areas. In addition, capital financing for 
equipment, renovations and expansion is 
difficult to obtain due to the complexity of 
application procedures and high fees. Major 
recommendations in the area of 
reimbursement and financing include: 

• Price blending should be limited in 
reimbursement methodologies for rural 
hospitals, residential health care facilities 
(RHCFs), home care agencies and 




Accidental Death Rate - 1986 (No. of Deaths per 100,000 pop.) 

(Sec Appendix B for explanation of County Types) 
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Accidental death rales 
are significanliy higher in 
rural areas than in 
metropclitan areas, due 
in great part to much 
higher motor vehicle 
accident rates, as well 
as farming and other 
high-risk employment. 



"I am concerned 
mostly about 
representation, 
about not getting 
an opportunity to 
really voice our 
concerns ade- 
quately to the 
Health 

Department, to the 
HSAs, or to the 
Legislature." 



Tiraoihy RcArdon 
Aduondack Re£ioiul Hospital 
September 1987 
(Saranac Lake. NY) 
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County Type: 1 



Very 
Metro 



Very 
Rural 



ambulatory care clinics. Also, facility- 
specific wage equalization factors should 
reflect actual experience rather than 
regional rates; 

Methods of third party reimbursement for 
mid-level practitioners — such as nurse 
practitioners, physician's assistants, and 
nurse anesthetists — should be 
developed; 

Reimbursement for services such as 
primary care, preventive care, ambulatory 
care and home care should be expanded 
(including adequate coverage of 
trinsportation costs for home care 
workers); 

A capital financing pool should be 
developed at the state level oriented 
toward rural health care providers, with 
reduced costs and streamlined application 
procedures. 



Coordination, Networking and 
Community Strategic Planning: 

One of the strongest themes running through 
all five of the workgroups was that there is 
a need for a health care planning process 
which is loca)ly determined and based on 



the coordination of services and networking 
among health care providers. Coordination 
and networking are necessary at the state 
level as well as the loca! level. Health care 
planning should be considered a local 
responsibility and should reflect the different 
sets of problems, resources, and priorities 
found in each community. The recommen- 
dations include: 

• Increased coordination between local 
health providers, regional Health Systems 
Agencies (HSAs), the state Department of 
Health and other state agencies; 

• A state-level ombudsman for rural health 
and health-related care in the Office of 
Rural Affairs. Two specific 
recommendations were: creating an office 
of rural health under the auspices of the 
Office of Rural Affairs; and creating a 
council for rural health and human 
services, as an advisory council to the 
Directoi of the Office of Rural Affairs; 

• Funding and assistance for rural 
communities to establish He'^.lth Service 
Development Bodies, which would act at 
the local level to coordinate health care 
and human services, to disseminate 
information, and to develop local case 
management systems; 
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"We 

wholeheartedly 
agree that 
networking is the 
essential glue 
which fastens 
together any 
service continuum. 
After all, rural 
people have been 
helping each other 
heal and stay 
healthy since long 
before there were 
Commissions, sym- 
posiums and 20* 
year plans." 



Lynn Olcon 
Plvincd P&renihood, 
Orlcuu G>unty 
October 1987 (AJbjon, NY) 
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Encourage the development of consortia 
of rural health care providers to increase 
operating efficiency by sharing infor- 
mation, resources, services and personnel; 

Develop and enhance support systems 
(including transportation, housing, and 
vocational counseling) in mral 
communities; and 

Develop and expand programs to ensure 
tho continued existence of emei:gency 
medical system receiving facilities. 



Addressing Unique Rural Needs, 
Strengths, and Conditions: 

Seveial suggestions were also made during 
the symposium which deal directly with the 
uniqueness of health care services delivery 
in rural areas. These include: 

• Developing a mechanism for providing 
state technical assistance to local health 
care providers in areas such as 
coordination, grant-writing and rate 
appeal preparation; 

• Promoting volunteerism, particularly by 
providing state tax credits to volunteers 
and encouraging local government; to do 
the same; 

• Establishing a state-level recruiunent and 
retention program to assist rural providers 
in meeting staffing requirements; 

• Providing monetary incentives, such as 
grants, scholarships and loan forgiveness 
programs, to encourage students from 
rural areas to enter health training 
programs and locate their practices in 
rural communities; 

• Establishing Regional Health Education 
Centers as focal points for information 
and continuing education in rural areas; 

• Establishing and expanding information 
and awareness programs to ensure that 
the rural public, and particularly school 
children, are knowleogeable about career 



opportunities in the health care field; 

Providing financial incentives to 
telephone companies serving mral areas 
to develop 911 emergency communi- 
cations systems; and 

Promoting and intensifying training 
programs for first aid a* 1 CPR in the 
public school system. 



Summary of Public Testimony and 
Comments: 

Between September 1987 and January 1988, 
the Legislative Commission on Rural 
Resources held five regional public hearings 
across tlie state to solicit comment on the 
preliminary Report of the Second Legislative 
Symposium: The Design of a Rural Health 
Care System for the Next Two Decades, The 
report outlined the discussions which took 
place during the symposium, held April 29 
to May 1, 1987 at the Bassett Hospital 
Conference Center in Coopcrstown. The 
hearings were held in Saranac Lake, Albion, 
Coming, Schoharie, and Albany. 

This summary of public testimony and 
comments received during the Commission's 
public hearings is divided into sections 
reflecting the five woricgroups of the 
symposium. The sections are titled: 
System Frameworic; Access; Reimbursement; 
Personnel; and Coordination. Over 85 
people testified at the public hearings 
including representatives of local 
government, rural health care providers, 
consumers, and community and state 
agencies and organizations. 

System Framework 
The recommendations of the Workshop on 
System Framework were well received 
throughout the state. In general, the 
components of the rural health care system, 
representing a continuum of health care 
services stretching from prenatal and infani 
care to services for the elderly of the 
community, were reiterated in each of the 
five public hearings. Particular concern was 
expressed regarding the need for additional 
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innovative mechanisms for addressing the 
health and social services requirements of 
our elderly population, especially services 
which can be provided in the community, 
such as home care and support services. 

The overall design of the system, as 
outlined by symposium participants, was 
echoed throughout the public hearings. The 
health care delivery system should be 
designed in the local community with 
teclinical assistance and regulatory flexibility 
on the state level. The emphasis would be 
on local planning and decisionmaking. 
There was marginal support for continuing 
the current system of health planning. In 
general, the speakers expressed concern that 
the planning bodies not become pseudo- 
regulatory bodies reflecting the needs and 
dictates of the Department of Health but 
rather serve the needs of the local 
community and health care providers. 
Others spoke to the current inability of the 
planning system lo address the needs of the 
local community because of the large 
geographic regions served, ard the mixture 
of rural comnounities aiid urban areas within 
those regions. 

The comments reflect a continued 
perception on the part of the local 
community of the hospital as the "hub" of 
the local health care delivery system. Many 
speakers endorsed the Commission's request 
for a moratorium on the involuntary closure 
of rural hospitals until such time as a well- 
defined health care delivery system is 
developed which could ensure sufficient 
coverage for each rural community. 
Premature action on the pait of the state 
Department of Health was viewed as a 
threatening development. At the same time, 
thei*c was a call for immediate action on the 
part of the community to examine the role 
of the local hospital and develop new and 
innovative service ideas to meet the health 
care demands of the community in the most 
efficient and effective manner. Examples of 
efforts of rural hospitals to address the need 
for diversification included the development 
of community health education programs, 
new drug and alcohol abuse programs, and 
cardiac rehabilitation programs. 



Access 

A common issue raised in almost every 
hearing was the need for an adequate 
emergency response system, particularly in 
light of the movement to change the roles 
of community hospitals which will lead to 
increased travel in emergency situations. 
Volunteer squads r^n^ain the principal 
providers of emergency services and face 
steep obstacles in their efforts to rec jit, 
train and retain their volunteers. 

Access to the full spectrum of health carc 
services was also of concem to the speakers. 
Several of those testifying pointed out that 
rural residents may be subjected to a two- 
tiered health care system by virtue of where 
they live. It was also noted that access is a 
problem in all human services, going 
beyond health care to support services such 
as nutrition counseling, social services, adult 
day care and homemaker assistance. 

Reimbursement 

The status of the state's post- 1987 hospital 
inpatient reimbursement system for non- 
Medicare patients was still undecided at the 
time the hearings werc held. However, a 
great deal of concem was expressed 
regarding thie use of 1980 cost data tiended 
forward under the proposed legislation. 
Several speakers pointed out that the data 
used to determine the trend factor do not 
reflect the reality of rural hospital 
experience. The costs for the recruitment 
and i*etention of health care professionals, 
for example, are not adequately represented 
in the trend factor. Few, however, were 
able to give projections of the impact of the 
new system. 

Another reimbursement issue raised by a 
number of participants at the hearings was 
the need for third party reimbursement for 
nurse practitioners, nurse anesthetists, and 
other mid-level practitioners. Increased use 
of these health care professionals would 
enhance lural health care services and also 
increase cost-efficiency. 

There were also complaints about the 
Medicare program and the lack of an 
adequate differential for rural facilities. 
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"The report for 
the first time 
presents a real- 
istic evaluatiop of 
the health care 
status of rural 
New York State 
and shows sensi- 
tivity to the 
economic need to 
retain health care 
providers, partic- 
ularly hospitals, 
in rural locales." 



Amhony McKenxu 
Initr-Comimnity Mcmoml Hoipjtil 
October 1987 (Albion. NV) 



Medicare assumes thai expcndirures such as 
labor costs are lower in rural areas, when in 
fact, the lack of economies of scale and the 
inability to compete with urban counterparts 
have been demonstiated. Individuals 
testifying asked that the state become more 
active in lobbying for changes in the federal 
program which would treat rural facilities 
more equitaoly. 

Personnel 

Several recommendations were made 
regarding the current regulatory system 
established to train and certify emergency 
services personnel. Thore recommendations 
are essentially reflective of the discussions 
at the symposiuin, including: additional 
funding for the training of personnel; 
training sites in the local community, held 
during hours which do not conflict with 
normal working hours; a review of the 
requirements for an emergency medical 
technician (EMT) to be present on every 
call and, a state commitment to emergency 
medical services which is consistent and 
sufficient to provide a high quality service. 

In addition, funding for the recruitment and 
retention of the full range of health care 
professionals was requested by speakers 
from all over the state. The inability of 
rur ' . spitals to compete with urban 
facilities for health professionals has 
strained the budgets of many of these 
facilities and left them at a loss in recruiting 
new staff and keeping the wages of current 
staff competitive. The problem extends far 
beyond institutions, however, presenting 
itself in public health services, home health 
care, and other community-based services. 

Coordination 

The public comments concerning 
coordination revolv ^d around the innovative 
programs being initiated at various sites 
across the state. The major problem 
expressed by the speakers is the lack of 
technical assistance and financial support for 
these projects. Most felt that coordination 
would naturally occur in loc 1 areas given 
the necessary support, and is gradually 
happening now throughout the state. 
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Another problem noted by hearing 
participants is the undue delay in obtaining 
a Certificate of Need (CON) through the 
Depar jnent of Health and local HSAs. 
Verj often, a CON is required for health 
care providers in order to diversify services. 
Finally, as was noted during the symposium, 
the need for coordination involves 
coordination among state agencies; among 
local providers, practitioners and agencies; 
and between the public and private sectors. 

Actions to Date: 

Over the past few years the Commission on 
Rural Resources has continued to develop 
policy recommendations in the form of stale 
legislative proposals. Several of tii'^se 
initiatives have been enacted into law, 
including the following: 

• Rural Health Care Networking Program 
(1986), which established a grant 
program to assist rural health care 
providers in pursuing joint ventures and 
cooperative agreements. 

• Rural Hospital Swing-Bed Demonstration 
Program, to assist rural hospitals in 
planning and developing swing-bed 
demonstration projects. 

• Physician Recruitment, Retention, and 
Clinical Training in Rural Areas, which 
funds enhancement of a model program 
at the Department of Family Medicine of 
the State University of New \ oric at 
Buffalo School of Medicine. 

• Rural Heaith Care Research and Training 
Program, established in 1988 to enable 
graduate students in health care 
administration to undertake rural health 
research projects and/or to obtain 
practical experience in a rural health care 
facility. 

• Rural Health Care Provider 
Diversification Program, which supports 
projects by providers that will expand, 
diversify, or enhance the services they 
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The availability of 
physicians throughout the 
state has traditionally 
been skewed toward 
metropolitan areas, with 
severe shortages in 
some rural counties. 



Physician Distributions, 1970, 1980, 1985 fpcr looo pop.) 



(See Appendix B for expIaxutioQ of County Types) 



1985 



1970 




County Type. 1 



Very 
Metro 



Very 
Rural 



offer. There is a heavy emphasis on 
expanding the availability of both 
primary and long term care in rural 
communities. Since its inception in 1987, 
funding for the program has been 
maintained at $1 million per year. 

Rural Health Care Development Program, 
which received funding of $1 million in 
1988-89, is similar to the Provider 
Diversification Program in advancing the 
diversification of provider services in 
primary and long term care, as well as 
geriatric care, rehabilitation, and 
emergency medical services. However, 
the projects covered do not involve the 
conversion or merger of existing acute 
care '^acilities. 



In addition to legislation, the Commission 
;naintains an ongoing dialogue with the 
Department of Health and other state 
agencies regulating rural health care, as well 
as representing New York State interests on 
a national level. The Commission members 
consider such cooperation critical to 
focusing attention on the needs and 
concerns of rural New Yoiicers. (Additional 
information on the work of the Commission 
and other agencies and organizations is 
provided in Appendix A.) 
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Synopses of Guest Faculty Presentations 



Guest Faculty members 
gather for a photo with 
Senator Cook. From left 
to right: Senator Cook, 
James Scott. Bruce 
Amundson, Marsha 
Kilgoro. John Krout, 
Jeffrey Bauer. 




The Commission on Rural Resources was 
fortunate to have assembled an outstanding 
guest faculty for the symposium. These ten 
individuals, intimately involved with rural 
health care throughout the nation, arc highly 
regarded in their respective fields. Not only 
did they deliver excellent presentations — 
each member also served as a resource 
expert on a woiicgroup. 

Following are synopses of the guest faculty 
presentations, which broadly outline the 
subject matter treated by each speaker. 
They illustrate a diverse experience and 
outlook regarding proper ruial health care 
policy and delivery — a diversity reflected 
in the wider assemblage of participants. 
The views expressed by these presenters do 
not necessarily always reflect the 
Commission's position, but they have 
provided an excellent basis for problem 
solving by rural health policymakers, 
providers, and citizens throughout the U.S. 

9 




James Scott 



James Scott is president of the American 
Healthcare Institute in Washington, D.C. In 
the past, he has worked for the Health Care 
Financing Administration in Washington and 
Baltimore; the Department of Health and 
Human Services; the Kansas Hospital 
Association; the American Hospital Supply 
Corporation; and as administrator of four 
small, rural hospitals. 

Mr. Scott presented a eview of the 
American Healthcare Listitute's legislative 
proposals to address the needs of rural 
hospJ als. These include: 

• Refining the area wage index to 

distinguish among different skill levels of 
hospital employees; 
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Other members of the 
Guest Faculty with tiie 
Senator: From left to 
nght: Ira Moscovice, 
Senator Cook, Richard 
Nelson, Timothy Size, 
Cecil Sheps, and Steven 
Rosenburg. 
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Providing a better accounting of outlier 
expenditures and permitting unexpended 
funds to be carried forward for use in the 
next fiscal year; 

Allowing rural hospitals \\ith more than 
fifty beds to participate in tK^j swing-bed 
program and base the paym. it .ate on 
the Ivledicare SNF rate rather than the 
current Medicaid rate. (Note: the bed- 
size limit was raised to ninety-nine beds 
as a part of the Budget Reconciliation 
Act passed in the Spring of 1988.); 

Modifying the definitions of Rural 
Referral Centers and Sole Community 
Providers to include a special payment 
and adjustment to help finance the costs 
of maintaining core staff and services, 
and to allow Sole Community Provider 
status to hospitals that undergo 
consolidations resulting in a reduction of 
inpatient acute care beds; and 



• Requiring a specific percentage of on-site 
PRO reviews in rural hospitals, and 
insuring that providers are aware of 
specific criteria and have had the 
opportunity to take actions before 
sanctions or denials are issued. 

Mr. Scott noted tJ^ . the American 
Healthcare Institute recognized that the 
financial problems of small, rural hospitals 
would not be eliminated by the enactment 
of these provisions. These particular 
recommendations had been adopted because 
they were both sound policy and politically 
achievable. 
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Marsha Kilgore 

Marsha Kilgore has been the Manager of 
Oregon's Office of Rural Health since its 
creation in 1979. She is also on the Board 
of Directors of the National Rural Health 
Association, and beginning in May 1987, 
started a three-year term as the Association's 
President. 

Ms. Kilgore described Oregon's Office of 
Rural Health — why and how it was 
created, and what it does. That Office was 
created by state statute in 1979 and has 
been funded by state general funds since its 
inception. Primary responsibilities include 
coordination of statewide resources 
impacting rural health; acting as an 
information clearinghouse; providing 
technical and financial assistance; 
developing legislation to help improve rural 
health care in the state; and helping in the 
recruitment, placement and retention of 
health care professionals in medically 
underserved areas of the state. (Additional 
responsibilities were added by the state 
legislature in July 1988, including special 
attention and assistance to rural hospitals 
throughout the state.) 

The Office is advised by a 16-member 
Rural Health Coordinating Council whose 
membership includes representatives from 
the public and the health care industry (both 
public and private). 

The top five rural health problems in 
Oregon were cited anu include: (1) lack of 
primary care providers (physicians as well 
as nurse practitioners and physician's 
assistants); (2) inadequate financial resources 
due to a small population base and an 
economic decline in rural areas; 

(3) malpractice/liability crisis; 

(4) uncompensated care, particularly with 
the underinsured, uninsured, and the 
reimbursement differential by Medicare 
between rural and urban areas; and (5) lack 
of adequate health care management skills 
and access to those skills. 
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Some of the solutions cited to address these 
problems were: planning from both a 
statewide and local perspective; technical 
and financial assistance; coordination at the 
state and local level; communication and 
information sharing; a system that goes 
beyond basic primary care to include public 
health, home healthv hospitals, nursing 
homes, emergency care, mental health, etc. 
Ms. Kilgore stressed tlie importance of a 
statewide commitment to the above and the 
importance of the three "C's" — 
coordination, communication, and 
cooperation. She also emphasized the 
importance of community commitment as 
well as the importance and necessity for 
state and federal assistance to rural areas. 

Ms. Kilgore urged the need for working 
jointly, planning and evaluating, exploring 
different options, and communicating and 
sharing information. 




John Krout 



Dr. John Krout is an Associate Professor of 
Sociology at the State University of New 
York at Fredonia, and author of the book. 
The Aged in Rural America. Dr. ^'rout has 
written articles published in the 
International Journal of Aging and Human 
Development, the Journal of Gerontological 
Social Work. The Gerontologist, Research 
on Aging, and the Journal of Applied 
Gerontology. Some of the courses he 
teaches at Fredonia are: Aging, Introduction 
to Gerontology, Aging in Rural America, 
Aging Policies and Programs, and Social 
Demography. 

Dr. Krout began his presentation with some 
background on rural New York's demo- 
graphics. He stated that because there is 
much diversity in rural New York, making 
generalizations is difficult. He also raised 
the question of what exactly is "rural," and 
pointed out that this is not an academic 
issue, but is one which must be addressed. 
"Rural" has cultural, economic, 
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demographic, oi:ganizational and social 
dimensions which must all be considered 
when examining and responding to health 
issues. Finally, he emphasized that the 
health issues of rural New Yoric cannot be 
addressed in isolation, but should be viewed 
in the context of the health issues of the 
state as a whole. Dr. Krout then directed 
the participants to think about the goals of 
the symposium. Was the objective truly to 
design a rural health care delivery system tc 
meet the anticipated needs of ruml New 
Yoric over the next two decades, or rather to 
make recommendations that would provide 
the best physical and menial health for rural 
people that current and future resources can 
support. In other words. Dr. Krout 
emphasized, focusing on the system may 
divert attention from import int aspects of 
individual health. 

The disadvantaged status o^ rural residents, 
demonstrated by their poorer health status, 
was an issue Dr. Krout considered 
fundamental. Rather tl an take these health 
status discrepancies for granted, he said, we 
should examine them and learn from them. 
Thus, we should determine the areas in 
which rural health is poorest (e.g., chronic, 
acute) and what factors account for this 
(i.e., nutritional, attitudinal, environmental, 
behavioral, socioeconomic, and/or 
professional health care system). Finally, 
Dr. Krout stated that poL./ initiatives 
should be directed to these areas. 

Legislative and regulatory policy activity, as 
Dr. Krout pointed out, traditionally focused 
on unmet health care needs and issues 
related to health service delivery. An 
emphasis must be placed on re-orienting the 
public policy process and focusing on the 
following: 

prevention and education rather than 
treatment; consumer paidcipation rather than 
bureaucratic control; long term care rather 
than acute care; home care rather 
than institutional care; proactive rather than 
reactiv^^; major changes rather than incre- 
mental approaches; content rather than 
process; and decentralization rather than 
centralization. 



Finally, Dr. Krout stressed the need *to look 
past the present,' and direct efforts toward 
the future. He emphasized demographic 
trends, as well as planning for acute and 
long term institutional and home care needs, 
with consideration of alternative methods of 
delivering health and related support ser- 
vices, such as swing beds and caregiver 
supports. Dr. Krout stated that we need to 
break from the present ("Do we need more 
of the same? Is it just a question of 
dollars?"), in order to make the most of 
limited resources and preserve local 
autonomy. 




Jeffrey Bauer 



Dr. Jeffrey Bauer, from Hillrose, Colorado, 
holds a Ph.D. in Economics and is a 
nationwide consultant in Health 
Adminibiration. Author of three books and 
thirty articles. Dr. Bauer is involved in two 
3pecific areas: rural hospital consolidation 
projects and rural EMS system development. 
He also teaches at the University of 
Colorado in Denver, and is on the long- 
range planning committee for a twenty-nine 
bed hospital. From 1973 to 1984, he was 
administrator of the University of Colorado 
Health Services Center and a professor at 
the same institution. 

Dr. Bauer asked the audience to challenge 
some "old truths" about rural health care: 

• You can't have rural health care 
without rural hospitals. This is not 
always the case, as mors and more 
frequently we find health services 
provided in other settings, such as 
clinics, the workplace, and the home. 
Thus, we need to concentrate on the 
function of making health care available 
and accessible, rather than on its 
traditional /<9rm. 

• You can't have rural emergency care 
without rural hospitals. The emphasis 
is shifting from emergency rooms to 
emergency care. Appropriate and prompt 
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on-scene intervention is more important 
than the final destination, and resources 
should be used to strengthen the rural 
emergency system. One strategy is to 
supplement the limited volunteer system 
with full-time professional EMTs. 

• You can't have rural doctors without 
rural hospitals. New increasing 
pressures are limiting the traditional 
doctor-hospital relationship, and rural 
physicians face growing difficulties in 
providing hospital-based care, while 
finding it more financially efficient to 
practice primary care in a private setting. 

• A doctor is a doctor is a doctor. 

Simply having a doctor is not necessarily 
adequate for a rural community, because 
not all physicians practice "good 
medicine." Also, expectations in rural 
areas are different than metropolitan 
expectations, so patients' perceptions must 
be taken into account. New emphases on 
progressive responses and on quality 
measurements (e.g., JCAH) must have a 
rural dimension. 

Dr. Bauer said, "the new truth is that rural 
health care can be better provided in 
different ways. The old concerns — 
hospitals and doctors — limit our vision. 
Our new concern should be with function, 
then with form designed to match ... We 
are not stuck with what exists. New 
thinking is more likely to produce 
improvements, if not solutions." Some 
suggested new approaches include 
infirmary/short-stay observation facilities, 
the three-doctor primary care practice, 
professional/volunteer EMS systems, and 
regionalized secondary and tertiary care. 
Dr. Bauer concluded by saying, "expect 
things to come out a bit different." 




Bruce Amundson 



Dr. Bruce Amundson is Assistant Professor 
in the University of Washington's 
Department of Family Medicine. He directs 
the Rural Hospital Project and is also 
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Associate Director of the Office of Rural 
Health for Washington, Idaho, Montana and 
Alaska. 

In his presentation. Dr. Amundson began by 
exploring the differences between external 
and internal forces impacting a community's 
rural health care system. External forces, he 
explained, include health care and 
demographic trends, reimbursement issues, 
and regulatory forces. These are all forces 
over which rural communities have 
relatively little control. They should be 
distinguished from internal community 
issues, which are often less well defined and 
more poorly addressed by rural 
communities. Examples include 
effectiveness of rural community leadership, 
hospital trustee skills and effectiveness, 
shortages of physicians, nurses and other 
providers, lack of strategic planning, 
intracomm unity conflict and patient 
outmigration for health services. 

Dr. Amundson went on to describe the 
W.K. Kellogg-funded Rural Hospital Project 
(RHP), a four-year demonstration project 
designed to stabilize and improve the 
provision of health services in a sample of 
isolated, small rural communities in the 
states of Washington, Alaska, Montana and 
Idaho (WAMI). The underlying tenet of the 
RHP is that substantial change and 
improvement in rural health services 
delivery can only be accomplished by 
mobilizing broad public interest and 
community support. 

The RHP seeks to improve rural health care 
systems by engaging community and health 
care leaders in a self-reinforcing process of 
beneficial change. By concentrating inidally 
on the status of the rural hospital, the 
project captured the immediate attention of 
rural communities for whom the hospital is 
a concrete representation of the community's 
investment in health care. 

The project has five phases: community 
selection; analysis of the community health 
system; community health services planning; 
implementation; and evaluation and 
dissemination. 
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Following community selection, an 
extensive analysis was performed of the 
delivery system in each community. The 
project observed that a crucial issue, 
comprehensive analysis and problem 
identification, is often performed 
inadequately and incompletely by rural 
communities. The comprehensive 
community analysis included a maricet 
survey for the community service area, a 
key informant needs assessment, a study of 
the financial and management systems of 
the hospital and other institutions, and a 
review of demographic and economic trends 
in the community. 

The data from the analysis outlined above 
became the key ingredient for the next 
phase of the RHP, community health 
services planning. An important finding 
from this part of the project was as 
follows: communities with no history of 
even hospital strategic planning found it 
necessary to first initiate or complete an 
institutional strategic plan. This was 
followed by community-wide planning for 
issues of importance in the entire health 
services system. Strategic planning goals 
from the community planning process were 
broad and will not be discussed in detail. 
They are reflected in the array of strategic 
initiatives and programs which have been 
implemented as a result of this planning. 

All participating communities have 
implemented a broad range of strategic 
changes. Five of the six hospitals have 
improved their financial status; utilization 
has increased substantially in three of the 
six hospitals; three community PPOs have 
been initiated and another is being 
considered; two community health care 
foundations have been established; four of 
six communities have added primary care 
physicians; and nurse recruitment strategies 
have borne results in two sites. 



an annual work plan, streamlined their 
decision-making process including board 
meetings, and examined and often revamped 
their board structures. Explicit attention to 
the role of the board chairperson has 
resulted in changes in most communities 
and clearly enhanced board leadership and 
effectiveness. 

Several communities with conflicting 
relationships within the health system have 
implemented team-building strategies. In 
each community where poor relationships 
threatened the effectiveness of the overall 
work plan, mariced improvement in the 
quality of teamwork has been achieved. 

By working with a sample of rural 
communities, the RHP has produced a 
community health services development 
model which is based on community 
development principles. Several 
innovations, according to Dr. Amundson, 
appear to be important in explaining the 
impact on participating communities. 

Generating an unusually comprehensive, 
systematic data base with a thorough 
indexing of each community's health 
services problems has been very valuable. 

Dr. Amundson concluded his comments 
with the Rural Hospital Project's main 
finding to date: "it is reasonable to assume 
that the likelihood of individual rural 
communities salvaging and strengthening 
essential health services in the future is 
more dependent on their capacity to react, 
lead, and change than on their affecting 
changes in the external environment." 
Furthermore, tlie RHP has shown that its 
approach, described as the community 
health services development model, can 
successfully strengthen a community's health 
services system. 



A model governance system for small rural 
hospitals was developed through the project 
and implemented in all sites. Tlie model 
requires clearly defined mission, goals, and 
objectives for each hospital. All boards 
have implemented annual retreats, developed 
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Richard Nelson 

Richard Nelson, M.D. is Associate Professor 
of Pediatrics and Director of the Child 
Health Specialty Qinics at the University of 
Iowa. Dr. Nelson has worked in many 
capacities as a pediatrician, including 
Director of tlie Minnesota Department of 
Health Services for Children with 
Handicaps; Director of the Gillette 
Children's Hospital Developmental 
Disabilities Program in Minneapolis; and 
instructor of pediatrics at Northwestern, the 
University of Minnesota, and the University 
of Iowa. He has served on numerous 
committees and boards; published papers, 
books and abstracts; and has been involved 
with a number of exhibits, films, tapes and 
special presentations dealing with a wide 
variety of health care issues. Finally, Dr. 
Nelson has served as a consultant or 
participant in the work of such groups as 
the U.S. Department of Health; the 
Michigan Department of Public Health; and 
New York City's Albert Einstein College of 
Medicine, Department of Pediatrics. 

Dr. Nelson's presentation topic was the 
regional development of Child Health 
Specialty Clinics (CHSC) in Iowa — a state 
with no dominant metropolitan area, an 
agricultural economy, and where the 
majority of tlie population resides over fifty 
miles from a tertiary care resource. 
Specifically, Dr. Nelson recounted the 
development of the CHSCs as one way a 
statewide health service can be organized. 
He traced the clinics from the beginning (a 
number of mobile clinics) to their present 
organization (a series of perraanent regional 
clinics and local services centers). The 
clinics were organized through interagency 
efforts at both the state and local levels, and 
are located in the major population center 
within each region. The clinics' offices are 
generally located within the regional 
hospital, and situated so that all families are 
within fifty miles of a clinic's services and 
programs. 

Dr. Nelson described elements he considers 
necessary to the success of such programs. 
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including participation from the areas of 
public health, medicine, family, social 
services, and education; and inclusion of 
such services as Integrated Evaluation and 
Planning Clinics, and High Risk Infant 
Follow-Up Programs. 

While Iowa's efforts were mandated by the 
state legislature. Dr. Nelson discussed 
important issues involved in oi^ganizing 
voluntary regional efforts. Among these 
issues were: identifying needs, structure 
and roles of the community council and its 
members; essential services and how to 
provide them; and expected outcomes. The 
past experiences of voluntary systems reveal 
a great deal of variety in performance, he 
stressed, with spectacular successes as well 
as failures, and inconsistencies in the level 
of enthusiasm expressed by various 
participants. 



Cecil Sheps 

Dr. Cecil Sheps is the Taylor Grandy 
Distinguished Professor of Social Medicine 
and Professor of Epidemiology, Emeritus, at 
the University of North Carolina. For over 
forty years. Dr. Sheps has been involved in 
teaching, research, and health care 
administration. Dr. Sheps has held positions 
at Harvard Medical School, Beth Israel 
Hospitals of Boston and New York, the 
University of Pittsburgh, and the Mount 
Sinai School of Medicine in New York 
City. He has published over one hundred 
and thirty-five articles and has written 
and/or edited nine books. His research and 
writing have been largely devoted to such 
topics as: evaluation of health care 
programs; problems in the organization and 
utilization of medical care (particularly 
ambulatory services); community health 
planning; and problems in the education of 
health professionals. Dr. Sheps is also a 
senior member of the Institute of Medicine 
of the National Academy of Sciences, a 
member of the Executive Board of the 
American Public Health Association, and 
serves on the editorial boards of Social 
Work in Health Care, the Journal of Health 
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Politics, Policy and Law, and the Journal of 
Public Health Policy. 

Dr. Sheps began his presentation by 
describing his involvement in the 
establishment of an Office of Rural Health 
Services in the North Carolina state 
government. He mentioned that North 
Carolina's program has been functioning for 
over fourteen years, and is generally 
recognized as the most effective and 
comprehensive program of its type in the 
United States. The program nas functioned 
in a variety of ways which have addressed 
the development of community medical care 
programs in rural communities without 
services, assisting with the planning and 
construction of facilities including financial 
assistance, and the recruitment of medical 
personnel. In the last ten years, this office 
has recruited 659 physicians to practice in 
rural areas of the state. It also provides a 
continuous program of technical assistance 
to physicians and community health centers 
in carrying out their programs with the 
maximum of effectiveness, efficiency and 
satisfaction to the public and the 
professionals involved. 

After this brief introduction to his work. Dr. 
Sheps asserted that New York State would 
benefit from duplicating some of these 
endeavors. He pointed out that "the mistake 
that is often made in addressing [rural 
health care issues] is that people tend to 
look for piecemeal and instant, simple 
solutions instead of tackling the whole 
problem in terms of the greatly changing 
scene in health services and the basic values 
and needs of rural people." He then talked 
about the changes in health care in the U.S. 
since World War II — particularly the 
changes in, and the needs of, small and 
rural hospitals. Dr. Sheps conveyed the 
belief that hospital services for rural people 
must be considered on a regional basis, 
instead of the old *mind set' that every 
community needs a hospital. He stated, "I 
would suggest that v/hat we need to do in 
rural areas is to no longer think of the small 
rural hospital as being devoted solely to 
acute hospital care but that it should rather 
be thought of as the center of health 
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services in the community which would 
have tlie responsibility for developing and 
organizing services of various kinds, some 
which require a physical location and others 
which require simply a base from which 
services are provided to the community." 

Dr. Sheps concluded his remarics by 
commending New York State on its work in 
improving rural health care, and urged that 
the impetus be continued and efforts be 
made to encourage community participation. 
He stated, "clearly ... a first class start has 
been made, the groundworic has been laid 
and the time for community action has now 
come." 




Ira Moscovice 



Dr. Ira Moscovice is Professor and 
Associate Director at the University of 
Minnesota School of Public Health's 
Division of Health Services Research and 
Policy. He has written extensively on the 
use of health services research to improve 
health policy decisionmaking in state 
government and rural health care delivery 
systems. Dr. Moscovice is currently 
conducting a national evaluation of the 
Robert Wood Joiinson Foundation's 
Hospital-Based Rural Health Program. 

Dr. Moscovice's presentation focused on the 
future of rural hospitals in the rural health 
care system. He began his remarks by 
discussing the factors precipitating rural 
America's current state of transition and 
those causing the current stress on the 
health care system nationwide. Some of the 
forces affecting the health care system 
include increasing expenditures, an 
oversupply of personnel in some fields, 
restrictions on reimbursement, increases in 
uncompensated care, technological growth, 
and a general restructuring of the industry. 

Rural hospitals, Dr. Moscovice contends, are 
the hub of the rural health care system, and 
are as diverse as the populations they serve. 
He noted that one-half of the nation's 



community hospitals and one-fourth of 
community hospital beds arc locctcd in rural 
areas. 

Dr. Moscovice discussed various factors 
affecting the performance of rural hospitals. 
Among them are socioeconomic trends such 
as the increasing number of elderly people 
and the changing nature of the rural 
economy, as well as health system factors 
such as personnel, technology, access to 
capital, and reimbursement under the 
Prospective Payment System (PPS). 

He described factors which will play a 
crucial role in the future viability of rural 
hospitals. Among those he mentioned were 
the societal trend toward decentralization, 
issues 1 elating to the locus of control of the 
rural hospital, the impact of alternative 
delivery systems, and the role played by the 
health care generalist. Important issues 
currently facing rural hospitals include 
nursing shortages, the impact of PPS, and 
the trend toward hospital closures. 

Dr. Moscovice concluded by discussing the 
impact of some options for rural hospitals, 
such as maintaining the status quo, 
diversification of services, and linkages with 
multi-hospital systems (including 
cooperatives and coalitions). 




Timothy Size 

Tim Size holds a B.S.E. in Biomedical 
Engineering and an M.B.A. in Health Care 
Administration, and has been Executive 
Director of the Rural Wisconsin Hospital 
Cooperative since 1980. He was admin- 
istrator of the Hospital Metodista in La Paz. 
Bolivia from 1971 to 1973, and Assistant 
Superintendent at the University of 
Wisconsin Hospital and Clinics from 1974 
through 1979. 

The Rural Wisconsin Hospital Cooperative 
(RWHC) is an organization of rural hos- 
pitals dedicated to the development and 
operation of multi-hospital shared services 



as well as political advocacy for rural health 
care and communities. In addition, the 
Cooperative has developed and "spun off 
several important rural initiatives, including 
an HMO and a mobile CAT Scanning 
Service. 

Mr. Size began his remarks with some 
objections to points raised by earlier 
speakers. He disagreed with a speaker who 
discussed the problems in rural health care 
that were not being addressed. He offered 
the idea that if reviewers and state planners 
were rural-based looking at urban systems, 
rural might become the "flawless" model 
and the problems of the urban system 
"standard." 

He questioned another speaker who had 
challenged a number of rural healtli "certain 
truths." While agreeing with some of the 
speaker's comments, Mr. Size cautioned that 
the unsubstantiated debunking of widely 
held beliefs creates in fact a whole new set 
of beliefs that might need debunking. He 
indicated that when working in rural areas, 
there is a need to focus on developing an 
understanding of historic community 
functions and beliefs while not confusing 
this with a requirement to maintain an 
unsupported adherence to past forms. 

Mr. Size's prepared remarks addressed the 
»ole of the hospital and inter-community 
neiv/orking. He indicated that while there 
was not time to do so, he preferred to talk 
about both the attitudes necessary for 
networking and specific mechanisms. As he 
distributed a paper that describes RWHC 
history and mechanics, his comments 
focused on the attitudes and philosophy of 
networking. 

Mr. Size commented on several of his own 
beliefs that have developed after eight years 
of rural hospital networking. For example, 
he pointed out that hospitals are not 
necessarily bricks and beds, but a 
community's statement of need for local 
health care. They are, or can be, he felt, an 
appropriate focal point of local health care 
(with or without beds). Mr. Size stated that 
he personally distrusts both central planning 
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and local inertia to change, since rural 
hospitals are not small big hospitals. In 
general, he emphasized that the main issue 
is how to best serve the local community. 

Mr. Size shared his belief that American 
health care is inherently pluralistic and can 
be influenced but not totally planned. "Like 
a gardener, we have substantial influence, 
but as is said in Spanish, vegetables and 
flowers grow themselves; we do not grow 
them, we help, we plan, but they must do 
the actual growing." 

He then asked: what are the implications of 
these beliefs, and what needs to be done? 

Cooperate in order to compete 

• Recognize inter/intra-regional competition 
and its economic stakes. Health planners 
talk about access and availability; local 
people talk about jobs, local economy 
and tax base — health dollars have a lot 
to do with that as well. 

• Understanding cooperation among smaller 
economic units can be an effective means 
of balancing the power of large 
competitive units. 



believe that several technical adjustments 
are enouf^h to address the needs. 

He challenged the audience with the 
question: "IVi from out-of-town so perhaps 
someone can explain to me why the Federal 
government says rural hospitals in New 
Yoric should be paid less because you are 
less costly while someone in the State of 
New Yoric wants to shut you down because 
you are too costly." 

If government can't help, he said, at least 
ihey should do no harm. They have an 
obligation, if the public's interest is to be 
served, to create a fair maricet or *even 
playing field' in an increasingly competitive 
environment. 

He concluded with the following: "but, 
how well we meet our communities' expec- 
tations related to tlie quality and cost of 
health care is a responsibility clearly on us. 
Individual rural hospitals can no longer do 
it 01 their own; the question is, can we 
develop viable alternatives to take over or 
closure. I hope the answer is yes — strong 
rural networks are clearly possible but only 
we can make them realities." 
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• Cooperation is more difficult than 
competition, but necessary. 

Define Communities of Common 
Interest 

• To subvert professional turf battles. 

• To leave sports rivalries to high school. 

• To fight like a family (with vigor, but 
without *going to bed mad.') 

Implications of Medicare 
Mr. Size continued by sharing his deep 
concern about the negative impact of current 
Medicare policy on the future of rural 
hospitals and health care. While recog- 
nizing the positive changes underway in the 
program, he said that rural interests must 
keep up the demand and pressure for more 
radical reform. He indicated that rural 
communities can't afford to have people 



Steven Rosenberg 

Steven Rosenberg is President of Rosenberg 
Associates, a California-based consulting 
firm which specializes in providing technical 
assistance to community-based health care 
providers. In recent years, the firm's 
emphasis has been on rural health care 
systems that integrate community 
development with service provision. 
Rosenberg Associates also writes 
monographs, books and other materials on 
health care. Mr. Rosenberg has a Masters 
Degree in Public Health from the University 
of California at Berkeley. 

Mr. Rosenberg presented three case studies 
from the files of Rosenberg Associates of 
rural hospitals in need of assistance: a 
twenty-six bed facility that was losing 
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$350,000 a year, a county-owned forty-bed 
facility with a daily ^.ensus of three that was 
also losing money; and an eighty-nine bed 
facility that could not meet its debt 
payments. Mr. Rosenberg's consulting firm 
recommended that one hospital concentrate 
on changing the "product mix" — that is, it 
was recommended that the hospital change 
from an acute care facility to a facility 
consisting of acute care beds, skilled nursing 
beds, and a clinic. It was also suggested 
that the surgery unit be closed. Recom- 
mendations for a second hospital included 
changing the "product line" (that is, shifting 
from acute care services to skilled nursing 
and substance abuse services). 

Mr. Rosenberg gave a "moral to the story" 
ending for each case study. Some of the 
morals: 

• inflexibility of regulations designed to 
protect public health many times 
threatens life in rural communities; 

• an inability of facilities to stop internal 
bickering can threaten the community 
and the facility; and 

• legislators often enact well-meaning laws 
that sometimes worsen the problems they 
were attempting to address. 

Two overall themes emerged from Mr. 
Rosenbei:g's comments. First, the survival 
of many small lOiral facilities depends in 
great part on their flexibility and their 
ability to diversify the services they offer. 
Second, strategies to meet local needs and 
to maintain financial viability vary across 
facility types and geographic and political 
climates. Thus, efforts proven successful in 
one situation may not be appropriate, and 
may even be detrimental, in other 
circumstances. 
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Creating the Proper Environment for the 
Development of Future Rural Health Systems 



"Success in the 
restructuring of 
rural health care 
systems depends 
on recognition by 
state and local 
policy-making 
bodies that such a 
restructuring is 
needed, and will 
require coordin- 
ation of efforts. 
We agree that 
barriers to re- 
structuring caused 
by a lack of 
resources or by 
regulatory imped- 
iments must be 
reduced by 
appropriate state 
and local policy 
coordination." 

Divjd Axelrod. M D. 
Conunmioncr, NYS Hcalili 
Depftitnrnt 

J«nu«y 1988 (AJb»ny. NY) 




A Distinct Philosophy of Rural 
Health Care: The Foundation 

In order to develop allcmaiive rural health 
care systems, there must be a foundation on 
which to build. This foundation is a 
distinct philosophy of rural health care 
which includes recognition of the 
individuality of each community and its 
specific situation. This section outlines the 
components and activities essential to the 
c-eation of this foundation, as considered by 
participants at the symposium and public 
hearings. 

Critical Elements of Future Rural 
Health Care Delivery Systems: 

The restructuring of rural health care 
delivery systems is contingent on key 
elements. These include: 

• Proper federal and state policy and 
programs; 

• State, regional and community networks; 

• Financing mechanisms — includin*^ 
Medicare, Medicaid, managed care, 
private insurance, employer-sponsored 
coverage, voucher systems and individual 
medical accounts; 

• Coordination — including case 
management entities; 

• Information — such as information and 
referral sources, health education 
programs, health resource centers, and 
health assessment programs; 

• Service linkages and transportation — 
including p'lblic transportation, provider 
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services, community programs, and 
volunteer services; and 

• Direct care services (institutional, 
community, or home-based). 

System Performance Crlieria: 

Pciformance criteria like those listed below 
sh..uld guide the developmcat of rural 
health care systems for consumers, 
providers, and communities. 

• Quality of Care 

• Access to Full Continuum of Services 

• Local Control and Autonomy 

• Enhanced Health Status 

• Responsiveness 

• Personal Choice of Health and Lifestyle 

• Maximum Resource Utilization 

• Integration and Continuity of Services 

• Cooperation and Coordination 

Issues for Future System Design 
and Development: 

Needs: 

The process of designing and developing 
rural health care systems should begin with 
an analysis of consumer, provider, and 
community needs. However, current public 
policy has stressed urban-oriented 
reimbursement and regulation as the driving 
force. This has been particulariy damaging 
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Median family income m 
rural counties is hist- 
oncaliy much lower than 
in metropolitan counties. 



"We also need to 
have ari ivalu- 
ation, and that's 
where I think the 
Department of 
Health can be 
helpful, of what 
these services are; 
...there are means 
by which the state 
[health] depart- 
ment with its 
expertise can give 
us an evaluation, 
and for a 
coordinating 
council, that 
certainly is 
essential and h 
certainly very 
important." 



Edwin L Crawford 

NYS Aiiocuuon of Couniics 

Dcoimbcr 1987 (Schohwjc. NY) 



Median Family Income (in dollars) 



Countv Type 


1950 


I960 


im 


1980 


Nfciro' 1 


3,665 


6,569 


10,901 


20,344 


2 


3,506 


6,519 


10,908 


21.405 


Rur«l- 3 


3,240 


5,779 


9,993 


19,513 


4 


2,965 


5,525 


9,049 


17,428 


5 


2,798 


5,432 


9,622 


18,917 


6 


2,612 


4,955 


8,516 


16,007 



(Sec Appendix B for Explanation of County Types) 
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to rural health care systems. Specific needs 
discussed at the symposium were: 

• Assessment of the health and lifestyle 
needs of rural residents and current 
efforts to address any imbalances. 

• Assessment of the demographic, socio- 
economic and other trends at work and 
the imbalances occurring in addressing 
those trends. 

• Assessment of the unique conditions and 
strengths of the rural comunity and how 
they serve as a foundation for the rural 
health care delivery system. 

• Assessment of the current economic/ 
regulatory impact on rural provider 

• Assessment of the real economics of 
rural life as contrasted to metropolitan- 
based systems. 

System Design: 

After cataloging health needs, symposium 
participants identified health and health- 
related services that would meet those 
pceds. They considered the following 
system design issues: 
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• When planning for the next two decades, 
what essential elements and types of 
services should be included in an ideally 
integrated rural health and human 
services delivery system? 

• What properties should be emphasized in 
the design of each major component and 
type of service? What implications do 
these have for exis*mg service 
components? 

• What changes must be made? 

System Development: 

Participants also addressed the task of 

devising a proper foundation and strategies 

for the implementation and maintenance of 

future rural health system. The following 

icpresent key system development issues 

considered: 

• What incentives would enhance 
recruitment and retention of personnel? 

• What incentives would encourage 
existing providers to participate in 
coordinated state or regional delivery 
systems? 



In 1920. the U.S 
population aged 65 and 
over composed only a 
small proportion of all 
dependent persons, while 
nearly 70% of the popu- 
lation was under 18. 
Projecting current trends, 
bv 2020 the proportion of 
seniors will be about 
28%, and those under 18 
about 38%, of the 
population. We can 
anticipate a commen- 
surate increase in 
demand for specific 
types of elder hez^lth 
care services — eg. 
hospicG, respite, day 
care and home health 
care. Rural areas, with 
proportionately larger 
numbers of seniors and 
fewer resources than 
metropolitan areas, will 
find these needs 
especially hard to meet. 



U.S. Population Trends of Dependent Age Groups, 1920-2020 



Under 18 jrs. 
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Source: Census Bureau, 1983. 



What incentives and approaches would 
promote consolidation or reconfiguration 
of facilities or providers where 
appropriate? 



• What would promote greater utilization 
of the New York State Rural Health Care 
Networking Program, including 
involvement of private practitioners and 
rural health primary ^are centers? 

• What research and development, planning 
(ind information-sharing strategies would 
promote improvement in the state's rural 
health care system? 

These are but a few of tlie major issues 
involved in the design and implementation 
of new rural health care systems. Increased 
participation of rural voices in such rural, 
health policy development was a strong 
request of symposium participants. 
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The Rural Community 



"Insurance is less 
likely to be offered 
by the smaller 
employers found in 
rural areas. People 
privately insured, 
individually or 
through small 
groups, tend to 
have fewer benefits 
than large group 
policies provide. 
Medicaid is a 
program that 
tends to favor the 
urban poor ... It is 
difTicult for 
families with two 
parents in the 
home to qualify, 
and rural poverty 
tends to more 
frequently take 
this 

configuration.'* 

Manhe Gold, MX). 
O'Connor Ho^itii 
Jtnutiy 1988 (Albcny. N Y.) 



To properly design health care delivery 
systems in •^^ral areas, it is important to 
recogt. . aiat the rural community is 
unique and cannot be directly compared 
with an urban or suburban center. 



Health Status and Industry Issues 

While certain aspects cf health care delivery 
are universal, several factors are particularly 
significant to rural health care delivery. 
Among these are: a high rate of heart 
disease, alcoholism, and teenage pregnancy; 
a shortage of primary care, intervention and 
prevention services; a high proportion of 
elderly individuals demanding a broad range 
of both medical and support services; 
relatively undeveloped health support 
services, with fewer health care options; 
higher transportation costs and a lack of 
public transportation services; and relatively 
low financial and economic status. 

The rural health care industry also faces 
unique problems: competition with urban 
centers for qualified health care 
professionals, a sparse population precluding 
the development of economies of scale; 
difficulty in accessing capital financing; a 
trend toward hospital closure; lack of 
measures to address the large medically 
indigent population; and reimbursement 
methodologies which do not recognize the 
unique costs associated with delivering 
health care services in a rural area. (The 
Rural Health Resource Guide ^ published by 
the Commission, provides specific data on 
many health status and industry concerns.) 



Strengths 

Rural New York has historically offered a 
high quality of hfe for its residents. A 
tradition of strong values and belief systems, 
and intejjrity and compassion toward family 
and strangers alike are halbnarks of rural 
life. In addition, rural people feel 
responsible for the welfare of others and are 
dedicated to the weltare of the comm^mity 
at large; thus, there is a high level of 
volunteerism in health caie and human 
services. 

Rural health care providers have 
demonstrated the same values in their work. 
There is a greater focus on the patient as an 
individual, including recognition of his 
family life and social situation. The 
dehvery of services is more localized, and 
therefore, more conducive to personalized 
care. This also facilitates better communi- 
cation between health care professionals, 
and enhances the continuity of care. 



Community Needs 

A comprehensive, integrated health care 
system is important for rural development 
and the economic well-being of the 
community. The rural hospital is often the 
single largest employer in the community, 
often serving as the core entity in the health 
care system, with its staff and officers 
serving as the key players in the identifi- 
cation of health care needs and the planning 
of services to meet those needs. Health 
care providers and other organizations in the 
community are significant sources of 
information regarding health care education, 
promotion, and illness prevention. 



Cheny Valley farmer Bob 
Scramlin helps Bassott 
Hospitars Fami Safety 
and Rural Health staff 
demonstrate the opera- 
tion and potential 
hazards of farm 
machinery to local 
rescue teams. 



"Rural residents 
have to overcome 
the obstacles of 
distance^ lack of 
support services, 
access to public 
transportation 
where indeed 
public transpor- 
tation exists, and 
the limited number 
of health care 
providers available 
to them. Large 
percentages of the 
elderly reside in 
rural areas and of 
this group of 
persons — over 85 
— is the fastest 
growing age cohort 
in the state." 




Implications for Rural Health Care 
Delivery 

Frequently, a specialised approach to rural 
health care delivery is required. It cannot 
be assumed that metropolitan models will be 
responsive to rural needs and conditions. 

Service alternatives designed for a densely- 
populated metropolitan center arc often not 
applicable to rural health care delivery and 
thus may need to be redesigned in order to 
assure that rural systems operate at their 



peak. For example, home care was 
originally conceived as a cost-effective 
means of serving residents in the central 
city. However, while having many medical 
and psycho-social benefits, the metropolitan 
home care model is seldom a less costly 
alternative to institutional care in rural areas. 



Sr Miiy Puclul-HiU 
Mercy RehabiliUUon Center 
JuttUjy 1988 (Albany. }iY) 




24 



30 



Hospitals, Nursing Homes, Diagnostic 
and Treatment Centers, and Indigent Care Clinics 
in Upstate New York Counties 



Counties 


Hospitals 


Recidenual 
Health Care 
Facilities* 


Chnics 


Indigent Care 
Clinics** 


Albany 


4 


13 


9 


1 


Allegany 


2 


4 


2 


0 


Broome 


3 


10 


3 


1 


Cattaraugus 


4 


6 


2 


0 


Cayuga 


1 


4 


4 


0 


Chautauqua 


5 


10 


1 




Chcmufig 


2 


6 


2 


0 


Chenango 


1 


4 


1 


0 


Ointon 


1 


/ 


L 


u 


Columbia 


1 


C 


1 
1 


A 

\J 


Cortland 


1 


2 


2 


I 


Delaware 


< 


,\ 
*t 




U 


Dutchess 


4 


10 


5 


0 


bne 


1 / 


A A 

44 


1^ 


z 


Essex 


3 


4 


3 


0 


Franklin 


L 


3 


Z 


U 


Fulton 


2 


3 


1 
1 




Genesee 


2 


4 


1 


0 


Greene 


1 


2 


1 


0 


Hamilton 


0 


1 


1 


1 


Herkimer 


2 


5 


3 


A 


Jefferson 


4 


5 




4 


Lewis 


1 


1 


1 


0 


Livingston 


1 


4 


Z 


A 

u 


Madison 


2 


4 


3 


2 


Monroe 


8 


35 


15 


6 


Montgomery 


2 


4 


1 


0 


Niagara 


5 


13 


4 


A 

u 


Oneida 


5 


19 


3 


0 


Onondaga 


4 


13 


5 


1 


Ontano 


3 


6 


2 


0 


Orange 


7 


7 


a 
O 


A 
0 


Orleans 


2 


4 


2 


1 


Oswego 


3 


6 


3 


^ 


Otsego 


2 


3 


6 


0 


Putnam 


2 


1 


1 


0 


Rensselaer 


3 


9 


2 


0 


St. Lawrence 


5 


8 


1 


1 


Saratoga 


2 


3 


2 


0 


Schenectady 


4 


5 


6 


1 


Schohane 


1 


1 


1 


0 


Schuyler 


1 


1 


1 


1 


Seneca 


2 


2 


1 


0 


Steuben 


3 


4 


1 


0 


Sullivan 


2 


4 


2 


0 


^^oga 


1 


3 


2 


0 


Tompkins 


1 


4 


4 


0 


Ulster 


3 


5 


5 


0 


Warren 


1 


4 


4 


5 


Washington 


2 


4 


1 


0 


Wayne 


2 


4 


1 


0 


Wyoming 


1 


3 


2 


0 


Yates 


1 


2 


3 


0 



'ResidentuJ llelalh Care Fictlitics include nursinit honvs tnd heilth related facilities 

••Receive SceUon 330 fund* from ihc US Dcp'; of tkilth and }|iun»n Service* for the caic of indigent paiwnli m mcdicilly undenervcd treu. 
Souixxj NYS Dcp't of lieillh. i986_lIcalth.J&l«ibUCJ_D«.CCiaX. ^ l^S Dcp't of Ileilth »nd Hur .n Services. lSSfiJktCiaX^L22ihEuildcd 
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Reconfiguring the Traditional Health Care Model 



"State pclicies 
must allow, even 
encourage, flexi- 
bility in regu- 
lations concerning 
agency staffing 
reqjirements and 
professional 
licensure 
restrictions. The 
regulations must 
be made relevant 
to rural needs and 
circumstances." 



Ellen Kotiow 

Home Cuz A*»ocuUon of NYS 
Jtzmiiy 1988 (Albtny. NY) 



Symposium as well as public hearing 
participants noted the need to evaluate the 
current health care model and redesign it to 
more accurately reflect the reality of niral 
life. The traditional model is based on 
health care services delivery in metropolitan 
areas and consists of three distinct levels: 
primary, secondary, and tertiary. 



The Metropolitan Model: 

In metropolitan areas, primary care and 
preventive care are generally provided in 
physicians* offices or clinics. Services 
provided in these settings include diagnosis 
and treatment of uncomplicated illness and 
disease, minor sui:gery and medical care. In 
addition, these services are often provided 
through local public health or mental health 
departments, and include public health 
nursing services, immunization and home 
health care. Secondary medical services in 
metropolitan areas generally include medical 
and surgical diagnostic services for 
complicated illness and disease, emergency 
medical care, and specialized clinics. Most 
of these services are provided in relatively 
large community general hospitals. 
Specialized tertiary medical care is provided 
in large regional medical centers and 
affiliated facilities. Some examples of 
tertiary services are: specialized surgery, 
unusual and complicated surgery and dental 
care, and trauma care. 

Finally, other highly specialized medical 
facilities have evolved to serve more limited 
purposes. These may occur in such service 
areas as maternity, rehabilitation, 
orthopedics, and care for specific age groups 
or clienteles. The institutions may 



encompass one or more of the three 
traditional levels of care. 

The chart on the following page depicts 
these three levels of services, and describes 
them more fully. 



The Rural Experience: 

An issue that was continually raised during 
the symposium, and again in the public 
hearings, is that health care needs and 
services are notably different in rural areas. 
There is a greater need for family practice 
services than specialized services, for 
example. Similariy, small rural hospitals 
are not able to offer the range or 
specialization of services typical in 
metropolitan hospitals, nor is it necessary 
for them to do so. In addition, tertiary care 
is generally not available in rural areas but 
requires extensive travel and considerable 
expense for rural residents. Therefore, it 
has become clear that ihs model for rural 
health care must be altered to address the 
conditions and needs of the rural population. 



Specific Reconfiguration Proposals: 

Reconfiguration of the current model of 
health care delivery lo assure its suitability 
to the rural situation will require regulatory 
flexibility and innovation. For example, the 
development of a mid-level of care would 
provide a stronger link between primary 
care and secondary care than currently 
exists. This intermediate level would 
inchide a greater emphasis on long term 
care, thus addressing the needs of a growing 
elderly population. It would feature 
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Traditional Health Care Model: Medical Care and Health Services Systems* 
Percent of All Medical Care and Health Services Required in the Community 



Private Health Service Delivery 

Tertiary Medical Care 
and Health Services 

(Provided in large regional 
medical centers and affiliates) 

Examples of Services: 

• Specialized, unusual and complicated cases 

• Specialized surgical (i.e., organ transplants) 

• Unusual and complicated dental 

• Trauma Center 



▲ 



Public Health Service Delivery 



Tertiary 



Secondary Medical Care and 
Health Services 

(Provided in laigc regional 
medical centers and affiliates) 

Examples of Services: 

• Medical and surgical diagnostic 
services for complicated problems 

• Emergency medical care 

• Specialized clinics 



Primary and Preventative 
Medical Care and Health 
Services 

(Provided in physicians* 
ofllccs and clinics) 

Examples of Services: 

• Diagnosis and treatment 
of uncomplicated illness 
and disease 

• Preventative services 

• Minor surgery and 
medical care 

• Home health care 



ERLC 




27 



33 



Primary and Preventative 
Medical Care and Health 
Services 

(Provided in public health clinics 
and other areas of local Public 
Health or Mental Health Dep't 
responsibiltties) 

Examples of Services: 

•Public HeaJth Nursing 
•Environmental health 
i •Mental health clinics 
V •Immunization 

i 

^Metropolitan Assumptions arc Principal Focus 



"For the 
networking 
concept to succeed, 
substantial 
barriers to 
interagency coop- 
eration would have 
to be removed at 
both the state and 
local levels." 



Stooer Hoiey. MX) 
Rurtl Twk Force 
Fin«CT Ltka HSA 
Novcmbci 1987 (Coming, NY) 



enhanced ambulatory care and surgery. In 
addition, it would address the need for 
broadened general services, and could 
include the use of existing facilities such as 
infimiaries for short-stay observation, 
convalescence and recovery. This level 
would also focus on the more routine types 
of inpatient care that comprise about 70 to 
80 percent of all inpatient services. It 
might include the day hospital concept for 
specialty services, as well as the swing-bed 
concept. In the area of public health, clos^i* 
links could be forged between all health- 
related care, particularly health screening, 
case management, and linkages with the 
human services delivery system. One of the 
most important aspects of this intermediate 
level of care is the coordination and 
integration of its various components. 

Secondary care, in this new model, would 
feature more outreach specialty clinics 
provided by larger general purpose regional 
facilities at intermediate care sites. 
Improved linkages between all providers 
would be essential. Overall, the result may 
be a local Community Health Resource 
Center serving as an integrated component 
on the emerging health care continuum, and 
supported by larger secondary and tertiary 
facilities. On the public health side, this 
system would include improved emei:gency 
medical services system support; linkage^,, 
such as transportation and case management; 
and a new system of addressing the health 
care needs of the medically indigent. 

Tertiary care in this reconfigured system 
would be offered in metropolitan or rural 
regional centers, but with improved link- 
ages, in order to insure access to such care 
by rural residents. In addition, county 
public health departments might assume an 
expanded role, especially in developing and 
enhancing Medivac systems for trauma 
patients. 



developed. The number and proportion of 
elderly persons in the population are 
steadily increasing, and are highe» in rural 
areas than in metropolitan areas. Thus, 
rural health service delivery patterns must 
be reconfigured in order to meet the special 
needs of this expanding population group. 

This new integrated system requires a local 
community-based network of health care 
and human services providers. The list 
would include, but not be limited to, the 
following: hospitals, skilled nursing 
facilities, and other health care facilities; 
local government agencies, such as social 
services, aging, and public healtli; private 
practitioners, including social woiicers, 
dentists, physicians and nurse practitioners; 
school systems and universities; community 
agencies, such as nutrition centers and adult 
day care programs; transportation; and other 
community organizations, including 
YMCAs/ YWCAs and community action 
agencies. 

The chart on the following page depicts a 
hypothetical future continuum of rural health 
services ranging from medical to non- 
medical care. 

New models, similar to the one described, 
would recognize the varied resources and 
strengths available in rural communities, 
while taking into consideration the special 
conditions under which providers must 
operate. The result would be a system of 
health care and human services delivery that 
would meet tlie needs of rural residents over 
the next two decades. 
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In a new rural model, health care must 
increasingly be viewed as a broadened, 
integrated continuum of health and health- 
related services. The elderly, in particular, 
need a broader range of services, some of 
which arc only now being recognized and 
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Future Continuum of Rural Health Services 



Medical Non-Medical 

Group I - Institutional 

Acute Care: Tertiary, Secondary, Inlemiediale 

Inpatient, Mental Health 

Rehabilitation 

Subacute/Stepdown, Swing Beds 

Skilled Nursing Facility 

Hospice 

Day Hospital 

Home Health Care 

Outpatient Primary Care Clinics 

Outpatient Specialty Clinics 

(i.e., child/adult health specialty clinics) 
Emergency Response Systems 
Dental Care 

Pharmacy, Other Specialties 

Group II - Personal Care/Evaluation 

Adult Day Care 
Respite Care 
Home Care 
Health Assessment 
Case Management 
Health Screening 
Adult Foster Care 
Board and Care Homes 
Assisted Living Apartments 

Group II - Health/Wellness 

Community Health Resource Center, Counseling 

Health Promotion 

Health Education 

Caregiver Education 

Congregate Meals, Meals-on-Wliecls 

Information and Referral 

Community Environmental Health 

Group IV - Support 

Retirement Communities 
Phone Reassurance 
Friendly Visitor 
Socialization 
Transportation 
Housing 
Homemaker 
Chore Services 
Legal Planning 
Financial Services 

The future continuum of rural health services calls for an expanded range of services and strong 
linkages between all sectors of the community, includrng: health, education, training, social services, 
businesses, local government, housing, etc. 
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Workgroup Reports and Public Comment 



Workgroup on System 
Framework, Senator 
John M. McHugh. 
presiding 
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Each of the five woilcgroups suggested 
actions which would specifically address its 
assigned topic. Reactions to these recom- 
mendations were solicited during the public 
hearings held throughout the state. The 
findings of each workgroup are treated 
below, together with related comments that 
were sent to the Commission after release of 
a draft report on the symposium pro- 
ceedings. The public comment is also 
briefly summarized. 

Report of the Workgroup on 
System Framework — 

Senator John M, McHugh; Moderator 

One workgroup was assigned the task of 
making recommendations regarding the 
development of a framework for the rural 
health system of the next two decades. 
Guest faculty members Ira Moscovice and 
Bruce Amundson assisted in the preparation 
of this report: 
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The components of modem rural health and 
human service programs are multidisci- 
plinary. This collaboration of services 
provides a continuum of child care from 
home to institution to community support 
programs and from newborn to child to 
adult/parent to the aged. New components 
to improve rural health care (such as swing 
beds and emergency facilities without acute 
care backup), however, will require 
legislation. 

Design: 

Each locale, through a local planning body, 
should implement a community health care 
model. The plan should be a well- 
coordinated communitv-based response, and 
not an institutional response. The hospital 
could continue to provide acute and 
emergency care as needed, but would act as 
a central hub for physicians and the allied 
health professionals of a variety of agencies. 
This design places primary emphasis on the 
need for local planning and decision 



making. The design, though, must be 
coupled with state flexibility in 
administrative and regulatory guidelines so 
as to allow for: linkages, co-location of 
services, sharing of resources, cooperative 
training, and other coordination strategies. 

Special emphasis should generally be placed 
on: 

• The dramatic increase in persons over age 
75 and age 85 who will require more 
chronic care. Thus, each locale must 
address the issue of how to provide health 
care and convalescent care in its own 
homes and community. Plans and legis- 
lation should be developed that will 
ensure funds for: recruitment, training and 
retention of home health care workers; the 
development of community-based services 
programs, such as the Department of 
Social Services' Enriched Housing 
Program, which provide assirted living to 
the elderly who don't requii'e intensive 
health services, yet can't live indepen- 
dently in their own homes. The key in 
bringing appropriate health services to the 
frail elderly lies in better use of non- 
medical support services such as 
housekeeping, personal care, and the like. 

• The high incidence of infant mortality 
and low birth weight in many rural areas. 
This could be done by increasing and/or 
targeting services for high school 
students, pregnant women and the fathers 
of their babies, and infant populations. 

• The dilemmas faced in providing 
emergency care and services. 
Specifically, initiatives should be 
developed to allow counties, communities, 
and emergency providers to furnish 
adequate EMS care. 

• The development of managed health care 
systems and other innovative delivery 
systems. These managed and innovative 
efforts would focus on better ways of 
providing cost-effective, high quality 
health care. An emphasis on preventive 
care, for example, is cost-effective in the 
long run, and the patient should be an 
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active participant in his or her care. 

• The in.provement of primary care services 
in medically-underserved rural areas. 

Components of an Ideal Rural Health 
Care Delivery System 

• Central agency (hub) 

(i.e.) rural hospital or multi-service health 
clinic would include: a diagnostic 
treatment center, mental hygiene, ER 
services, lab facilities. 

• Community personnel 

Police and fire department (sometimes 1st 
respondcrs). 

• Outreach service s (primary care) 
private and group medical practices; 
private and group nursing practices; 
professional EMS; 

free standing, out-patient departments 

(OPDs), and health centers; 

visiting nurse services (i.e., public health 

dept., private agencies); 

home health care agencies; 

nutrition - meals on wheels, congregate 

meal sites, social programs; 

mental health - outreach programs. 

• Preventive health c are 

utilizing educators, home health nurses, 
professional health providers, local 
agencies, nursing health associations, 
dairy councils, cooperative exteasion; 
regular screening for cancer, diabetes, etc; 
utilizing stationary facilities and also 
mobile units; 

family planning progiams, especially for 
teens and adolescents, for addressing the 
growing teen pregnancy problem. 

• Maternal and child health care services 
well baby clinics; 
prenatal-nutrition programs; 

early childhood intervention; 
educational programs focused on school 
age children (e.g., sex education, drug and 
alcohol abuse, nutrition, exercise) child 
abuse focus/counseling; 
pre-postnatal counseling; 
day care services; 
parent support groups. 
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"We find local 
planning at the 
grass roots level to 
be essential to the 
long-term 
acceptability of 
developed policy. 
Such planning 
should be initiated 
and directed by 
the local 

communities with 
direction from 
staff of the 
Department of 
Health who have 
rural interests." 



Don«id Mclntyrc 
Supervuor, Town of Wejtpoit 
September 1987 
(Sai«ttcLake.NY) 
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• Adult health care 

educational programs in nutrition, 
exercise, medication abuse, retirement 
planning; 

support groups for specific diseases; 
mid-life crisis counseling; 
rehabilitation services (stroke and heart 
attack); 

treatment centers for alzheimers and other 

chronic conditions; 

hospice - grieving counseling; 

durable medical equipment for home care. 

• Elderly services 

campus concept (home health care, LTC, 
HRF, retirement home, congregate living 
homes, apartments, day care centers, 
private homes, proprietary adult homes); 
respite services for both caregiver and the 
elderly; 

halfway houses for newly discharged 
patients who may need close supervision; 
geriatric assessment teams consisting of 
physician, nurse, and social worker to 
evaluate and direct the proper placement 
of dependent elderly; 
rehabilitative services; 
lifeline/link to life emergency service. 

• Social 

all community social service agencies; 
informational telephone seivice (infoline); 
service organizations (Kiwanis, Elks, etc.). 

The Community Health Services 
Delivery Body 

Symposium participants emphasized that 
many rural communities experience major 
problems sustaining health services. This 
workgroup believes that each community 
should have the responsibility and resources 
to determine the spectrum of quality health 
and human services most suitable to and 
affordable by its residents. Therefore, we 
encourage and support efforts by interested 
and concerned communities or contiguous 
communities to develop plans that would 
establish an appropriate and comprehensive 
health delivery system for its service area. 

• Initiation of p rocess. (1) The Office of 
Rural Affairs (ORA) should encourage 
rural areas to create Community Health 



Services Development Bodies. (2) The 
ORA should aid the community or 
communities in determining: the local 
body's mission and purpose, the process, 
products, geographic boundaries of 
service area, composition (business 
providers, advocates, consumers), time 
frames, staff, and the roles of existing 
organizations or new ones. (3) The 
ORA should offer seed money to facil- 
itate such health services development. 

• Community response. (1) The community 
or communities notify the state that it will 
both develop a health system framework 
and facilitate its implementation. (2) the 
community or communities offer detailed 
steps as to how it will address change. 

(3) The community or communities 
commit to local contribution. 

• The Community Health Services Delivery 
Body is created. (1) Staff is appropriated. 
(2) Board convenes local people to 
identify needs, resources, gaps, and 
strategies for addressing gaps. (3) Board 
regularly interacts with ORA and 
appropriate state agencies. ORA will 
serve as broker between locals and 
appropriate state agencies. 

• Plan composition. (1) Plan is developed 
(i.e. needs, resources, gaps, strategies). 

(2) Needs and strategies are prioritized. 

(3) Plan is passed by planning body. (4) 
Plan is submitted to state. 

• State-local agreement. (1) Local 
application is sent to state. (2) Appli- 
cation, with necessary and agreed upon 
modifications, is accepted. (3) Local 
group is designated by the state as the 
official body. 

• Plan implementation. (1) Plan is imple- 
mented by community with assistance 
from ORA and other appropriate agencies. 

Linkages 

We need to focus on linkages at the local, 
state, and federal level with the public and 
private sector. 
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Local level - public sector. A 
Community Health Services Delivery 
Body will coordinate with regional health 
planning agencies, relevant county health 
and human services agencies, and local 
development agencies. 

Local level - private sector. The 
Community Health Services Delivery 
Body may serve as a facilitator or catalyst 
to develop relationships within as well as 
external to the health care sector at the 
local level, 
a) Within health sector. Formal agree- 
ments, where appropriate, dealing with 
patient transfers, shared staffing, 
cooperative training, coalitions, 
cooperative and joint ventures, 
supervision, case management, and 
emergency services are examples of 
this approach. 

(b) External to health sector. Formal 
agreements, where appropriate, with 
local resources, businesses, education, 
finance institutions, and development 
agencies are illustrative of this 
approach. 

State Linkages. The State Office of Rural 
Affairs will serve as broker and ombuds- 
man to appropriate state agencies 
involved with the development and 
delivery of health and human service 
components. The establishment of such 
linkages will be particularly important 
v/ith respect to the Departments of 
Health, Social Services, Education, 
Transportation, Aging, Mental Health, and 
others having a direct impact on the 
delivery of rural health. It is particularly 
important to note that the NYS 
Legislature, through the Commission on 
Rural Resources and its mission and 
objectives with respect to outreach and 
liaison to appropriate standing 
coTTimittees, commissions, task forces, and 
legislative research affiliates, will be 
instrumental in providing necessary 
information to the Office of Rural Affairs 
as well as to local community groups and 
organizations in policy development. 
Further, the NYS Legislature will 
facilitate the development of professional 



health and other service-related programs 
to assure that the vital interests related to 
rural health system needs are being met. 

• Federal Linkages. It is recommended that 
various state groups and individuals 
become members or affiliates of key 
national rural health care advocacy 
groups, in order to promote the interests 
of rural health providers and consumers 
from New York Sta'.e at the national 
level. Tliere are a variety of federal 
programs that may still be available for 
funding that address rural health ce^e 
needs, i.e.. National Public Health 
Service. The State Office of Rural 
Affairs will be the key liaison between 
local communities and federal agencies 
since it was the declared intent of the 
New Yoric State Legislature, in the 
creation of the office, to have it assist 
rural communities gain access to federal 
funding sources in support of local 
program initiatives in such areas as 
health, human services, local govern- 
ment, economic development, 
transportation, and housing. 

Delivery System - Recommendations 
The Legislative Commission on Rural 
Resources should organize the conclusions 
of this symposium and seek integration or 
coordinafion with other groups (i.e.. Office 
of Rural Affairs, Task Force on Rural 
Health Strategies) to seek favorable delivery 
systems for rural health care. 

The system proposal should be understood 
to be a model reached by consensus of the 
broadly-based experiences of the participants 
and guest faculty. The purpose of the 
symposium has been to exhaustively 
exchange ideas and develop a frameworic, 
which then can receive further input through 
the processes deemed appropriate by the 
Commission (i.e. public hearings, a focused 
symposium). It is one model; it is not 
intended to solve all the ills, but ceitainly is 
conceived in such a way as to involve 
local/regional input and creativity by 
consumers and providers alike. It also 
strongly implies the cooperafion of providers 
to come together, put aside vested interests 
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as best as possible, and develop a system 
responsive to their local/regional needs: 

• Develop a resource bank for the purposes 
of study and for determining whether 
attributes of successful programs here and 
in other states can be replicated. 

• Place a three-year moratorium on man- 
dated rural hospital closures so as to 
permit development of system designs, as 
key components for a broad program. 

• Utilize existing hospitals or other 
institutions as central health delivery 
hubs, uniting local providers in 
establishing a health services delivery 
campus or system tailored to meet local 
needs. 

• Examine the elimination or waiver of 
regulations that complicate the provisic ^ 
of rural health services. 

• Permit local coalitions the opportunity to 
reconfigure and develop the program 
structure for localized delivery. This may 
include items such as: streamline CON 
procedure; diagnostic and treatment center 
definition; Medicaid waivers; utilization 
of swing beds; provision of financing 
mechanisms for acceptable reconfig- 
urations and system establishments; use of 
para-professionals (accrediting/licensing 
without compromising quality standards); 
mspile. 

• Existing providers must diversify and 
seek cooperative relationships with other 
providers in their locales to reach 
economies of scale in resource utilization. 

• Encourage the Office of Rural Affairs to 
move aggressively to promote follow-up 
on the recommendations of the 1985 and 
1987 Rural Health Care Symposia 
throughout the Executive Branch of state 
government. 

• Ensure the provision of technical 
assistance to communities to aid in the 
planning and implementation of the health 
care delivery system. 
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Comments Received from Participants 
after Distribution of Draft Report: 

• Questions: are the Community Health 
Services Development Bodies planning or 
delivery groups? If they are involved in 
service delivery, shouldn't they be under 
the direction of the Health Department? 
Answer: they are facilitative bodies, 
which can be involved in either planning 
or case management or both. The form 
ihe bodies take will differ depending on 
how they evolve in a given community. 

• Point of information: Fulton County 
already has in place a Central Placement 
and Referral Agency for long term care. 
This entity has an advisory board above 
it. Possibly, this organization could be 
expanded to include all health care needs. 

• Where is the process initiated? At the 
state level? Local level? 

• Two additional strategies to address the 
problems of high infant mortality and low 
birth weight would be increased sex 
education programs, and having school 
nurse teachers in every public school. 

• In developing managed health care 
systems, professional nurses have proved 
to be cost-effective. 

• In utilizing rural hospitals or already 
existing facilities as the hub of service 
delivery, the emphasis should be placed 
on primary and preventive cdrc. 

Public Comment: 
Comments received during the public 
hearings expressed clear support for the 
recommendations of the system framework 
workgroup. Several individuals noted case 
studies of providers moving ahead v/iih 
diversification and sharing of services to 
reach economies of scale. The testimony 
reflected a belief tliat local health planning 
must focus on the needs and resources of a 
defined local area, and encouraged the 
development of a planning mechanism 
which refle^^ts the needs and concerns of the 
community rather than tlie regulatory 
mandates of the state. 



Workgroup on Access, 
Assemblyman Anthony 
J. Casale, presiding. 




Report of the Workgroup on 

Access — Assemblyman Anthony J. 
Casale; Moderator 

Emergency Medical Services 
Appropriate access to the Rural Health Care 
System includes the availability of effective 
emergency medical services (EM'' . The 
best emergency response system \^ of little 
use without a universally understood and 
quickly acces.^ible 'method of requesting 
assistance. Therefore, a reliable 
comm* -nation is of critical importance to 
EMS a^^jss. The 91 1 communication 
system should be developed and 
implemented throughout rural N.Y.S. 

Quality EMS requires appropriately trained 
per anel. Current EMS systems are staffed 
primarily from a resources pool limited both 
in terms of available time and in numbers 
of trained personnel. The training problem 
is further compromised by recent decreases 
in training funds available to individual 
squads and for new recruits at a time when 
there arc increased certification require- 
ments, resulting in volunteers being 
discouraged, fewer in number, and more 
subject to bum-out. Funding is therefore 
needed to assist the volunteer component 
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with training and if necessary to augment 
the volunteer core with paid staff, precedent 
for which exists in the fire services. 

Appropriate equipment is necessary for the 
provision of quality EMS services. A 
program must be in place to make state of 
the art com^nanication and resuscitation 
0 ipment available to EMS providers and 
to ensure that constant updating of this 
equipment occurs. 

Effective EMS requires competent and 
consistent medical control. We must assure 
the pres^^nce of receiving facilities with 
personn(.i trained to provide quality medical 
back-up. 

The increasing ilireat of liability in all 
phases of EMS poses a great concern to the 
future of the S/Stem. Risk management 
includes case review and continuing 
education, and these processes must be 
bettered. However, a review of the liability 
exposure of the EMS is critical to retention 
of participants. 
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"Access to health 
care is an 
everyday event. 
The distances to 
hospitals and 
specialists when 
needed for compli- 
cated care is a 
barrier. The short 
supply of health 
personnel, specif- 
ically physicians, is 
a major concern. 
We are finding it 
very difficult to 
attract and retain 
physicians even 
though we ^ffer 
competitive sala- 
ries anH benefits." 



Nincy J. Brtckco, MPJs. 
Oik Orchird tk»!th Center 
October 1987 (Albion. NY) 
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The volunteer, who is the keystone of rural 
EMS, should not be expected to solicit 
funds as the sole support of the system. 
Funds for equipment, uniforms, continuing 
education, and certification must become a 
public responsibility through subscribers, 
and all levels of government. 

Primary Care 

Key components of a health care system in 
a rural area are access to primary care and 
the personnel to provide it. This system in 
the next two decades should provide for a 
greater availability of an aggregate of 
providers. The increased recruitment and 
retention and the professional development 
of providers can be assured by the 
development of: 

• Networks and group associations for all 
health professionals, and the ;ic 
diagnostic services to suppo. Jiem. 

• Expanded graduate medical, nursing, and 
other health professional education in a 
rural setting. 

• A new definition and scope of practice 
for m** * 'evcl practitioners. 

Our group unanimously affirmed the 
proposition that every individual should 
have access to primary care. Access should 
be asf .'cu uy: 

• An adequate trans-^ortation/cominunication 
system. 

• A system of payment which includes 
coverage for the elderly, the indigent, and 
the medically disenfranchised. 

The primary care system should provide 
access to higher levels in the continuum of 
care with guarantees of return access to 
primary care through a coordinated two-way 
refcn'ul system. 

We recognize that an integral part of 
primary care in rural ' reas includes access 
to coordinated and comprehensive 
community-based mental health services 
including: 



• Mental health care 

• Community residences 

• Day programming 

• Crisis intervention 

• Special attention to the problems of 
children. 

Hospital Care 

Residents of rural communities identify the 
hospital as the focal point for their health 
care. Hospitals are critical to ihe 
community for health care, employment, and 
education, and are a part of the overall 
package of services which attracts people to 
the community to live and to work. While 
a continued role of the community hospital 
is required, current trends have modified the 
need for the type of services appropriately 
provided by the hospital. 

The current environment provides incentives 
for hospitals to discharge sooner but 
requires a support system to provide 
alternative services for the total treatment of 
the patient. Rural communities must have a 
comprehensive system of alternative services 
such as home health, day care, etc. These 
services could be further developed utilizing 
existing hospital and community facilities. 

In light of the identified focal point of the 
hospital and problems of the provision of 
needed services, it is recommended that the 
following approaches be implemented: 

• Hospital resources should be converted to 
other use: in response to the health 
service neeas of the community as an 
alternative to hospital closure. 

• In order to accomplish the service 
modifications within mral hospitals, 
regulations should be modified to provide 
adequate Ocxibility required for tlie 
efficient provision of needed health care 
services. Examples of such flexibility are 
allowance for a varied mix of certified 
services (i.e., choice of providing 
emergency department services); multiple- 
use of beds for acute and chionic 
services; and the development of the 
infimary concept. 
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Long Term Institutional Care 
It is necessary to reassess the definition of 
financial coverage for clients to include th? 
service provision for the chronically ill. 
There should be financial incentives to 
.ncourage admission of such client to 
facilities and promte enhanced service 
delivery. 

With the increasing problems related to 
limited access to long icrm institutional 
care, encouragement of alternative methods 
of care are needed, such as community 
residences with ten or fewer clients 
receiving care with a strong family 
involvement as a major component. 

A financing system for long term care is 
needed that will protect spouses and other 
family members from impoveiishment if a 
family member enters institutional care. 

Home Health Care 

With the impact of the prospective payment 
system on hospitals, home health care has 
become a major player in the health care 
delivery system. In today's environment of 
shifting health care delivery to the most 
cost-effective and deinstitutionalized care, 
home health care fills the gap. We 
encourage a total commitment to home 
health care as the treatment of choice when 
possible. Home health, while a relatively 
new player in the system, has risen to every 
challenge put before it by expanding levels 
of skill to cover the spectrum from social 
support, 10 home managed high tech care 
(IVs, Ventilators, Chemotherapy). 

For the home health care system to function 
at its highest level we must upgrade and 
standardize Aides/Homemaker training and 
certification, witli Jurisdiction centralized at 
the state level through DOH. To maximize 
retention, creation of a career ladder 
including benefit options would be a major 
incentive.. 

Home health care can fill delivery gaps in 
rural areas. We must insist on quality 
assurance and commitment by those seeking 
certificafion n^t to exclude rural clients 
because of the additional costs involved 
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(some propnetaries have been known to do 
this). We must also assure that access to 
home health caie is not precluded b> race, 
religion, or the ability to pay. 

Health Education 

Due to a lack of understanding of basic 
health care/wellness principles we feel the 
need to increuse awareness of the 
importance of health education at all levels 
of society. Our priority would be to begin 
with the education of our children and those 
who are their role models/educators. 

An obstacle identified in the educational 
system is requiring NYS teacher 
certification before a community health 
educator/provider could offer a health 
education course in public schools. A 
solution to this would be to change the 
certification requirements for health 
education in public schools. For example, a 
school nurse teacher may be able to meet 
such needs. 

In order to have as many people in our 
society as possible knowledgeable about 
basic First Aid, require First Aid/CT*R to be 
incorporated in health education curriculum. 
It is anticipated this would lead to a 
population that is better able to respond to 
emergency situations. 

Due to major changes and shifts in the 
health care delivery system, people/ 
consumers do not understand how to access 
the system and how the Ciianges affect 
them. The consumer needs to be made 
aware of what the system can and cannot do 
and what his or her responsibilities are 
within the health care system. 

The idiom "An Ounce of Prevention is 
Worth a Found of Cure" directly applies to 
educating the c jnsumer on prevention 
issues. These issues include: 

• Wellness 

• Nutrition 

• Safety at home/workplace 
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Rural areas have a high 
number of EMS squads. 
However, a greater pro- 
portion of these units are 
staffed by part-time 
volunteers m rural than 
in metropolitan areas 
Also, the availability of 
Emergency iedical 
Technicians (EMTs) is 
much lower in such rural 
areas. 



Emergency Medical Services 



(See Appendix B for Ejiplana:ioi: of Coumy Types) 



Countv Type 


EMS Squads/ 
10 000 Persnns 


Percent 

voiunieer 

Squads 


EMTs/ 
Squad 


Metro* 1 


.32 


69.71 


35.01 


2 


.71 


81.47 


30.06 


Rural. 3 


.34 


78.01 


21.40 


4 


1.80 


85.64 


15.59 


5 


2.13 


84.13 


12.72 


6 


3.51 


91.07 


9.49 
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M.-^thods need to be identified and 
developed to reach the consumers to educate 
towards changing attitudes and destructive 
behaviors. 

One method the group identified to 
promote/niotivpte work place safety wa to 
have the insurance industry offer financial 
incentives to consumers/employers who 
implement and demonstrate effective 
health/'safety programs. 

We also discussed £he need to improve 
coordination and dissemination of safely 
program infonnation through media, educa- 
tional/service organizations, and be targeted 
toward specific rural health care needs such 
as the Farm Safety Program. 

PubLc Health 

Public Health practice encompasses many 
professional disciplines which must be 
acutely responsive to the needs of society 
presently and prospectively. Since the 
scope of public health is vei7 broad, there 
must be effective coordinaHf>n of 
epidemiological case findings, health 
education, and environmental health. This 
need was identified in the promulgation of 
Article VI State Aid which promotes 



coordination of public health services, 
community health assessment and deliveiy 
of basic public health services. The current 
Article VI State Aid foster the development 
of local health departments and provides 
programmatic and financial opportunities. 

A shift or responsibility from state to local 
government improves responsiveness to 
issues due to local awareness and 
communuy identification of their public 
health concerns. The regulatory functions 
of public health can only fulfilled with 
adequate resource provisions. 

Uniform access to prenatal care, family 
planning and well-chuJ clinics is a basic 
human right. Barriers of any type must be 
eliminated. 

Safeguarding all child populations against 
communicable diseases such as measles, 
mumps, and polio, has been established and 
proven effective. Adequate vaccine levels 
must be assured for counties to maintain 
total child immunization. 

AIDS is recognized as the No. 1 health 
problem facing our society. Resources must 
be appropiiated to regionalize the 
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responsiveness of AIDS education/ 
intervention to manage this illness as a 
public health disease. 

Support Services 
In an effort to promote effective 
communication between health and human 
service providers and consumers, it is 
necessary to have a comprehensive system 
of information and referral. This system , 
will be comprised of a toll-free number 
operated on a twenty-four hour basis and 
staffed by trained personnel. The system 
requires adequate, modem communication 
equipment to be effective. Marketing of 
this central point of access to sei^'ices 
through widespread promotion and publicity 
is key to its success. 

In order to promote the availability of 
health insurance coverage for all rural 
N.Y.S. residents, including the working 
poor, health insurance carriers must be 
given incentives to make insurance packages 
more comprehensive and affordable. 

In order for quality health and human 
services to be delivered effectively, access 
to these services through adequate 
transportation (public/private) must be 
available. It is necessary to remove 
regulatory barriers from accessing existing 
agency vehicKN, such as OFA and ARC 
vans, school bu^'S, etc., to maximize their 
potential for transportation needs. In light 
of the limitations of the existing rural public 
transportation system, it is necessary to 
explore new transportation models with 
adequate funding. 

Another barrier to accessing support services 
is lack of understanding of the health and 
human service system by the consumer 
and/or significant others. A client-centered 
case management system with a lead agency 
designated as responsible for ensuring that 
appropriate services are accessed with 
follow-up must be implemented. 

Part of support services includes accessing 
adequate shelter so that a decent, safe and 
sanitary living environment is available to 
residents of rural New Yoik. It is ci cai 
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when home care is the care of choice and 
the home is the focus of service provision. 
Adequate funding for appropriate rural 
housing development is necessary. 

Rehabilitative services, including PT, OT, 
speech, etc., are oftentimes nonexistent or 
limited in rural areas, due to lack of trained 
professionals. Recruitment, retention, and 
local education programs must be developed 
to alleviate this problem. Also important is 
the coordination and integration of 
rehabilitative services with other health and 
support services such as vocational, job 
training, and job placement. 

Comments Received from Participants 
after Distribution of Draft Report: 

• 'The reference made to a decrease in 
funding for emergency medical services 
training may not be accurate. 

• When a hospital is the only provider in 
the community, it should be required to 
provide emergency services. However, if 
there is an alternative provider for 
emergency services, the hospital should 
have the option to provide emergency 
services. 

• Freestanding emergency services providers 
should not be required to provide acute 
care beds. 

• Rexibility is needed in the assignment of 
beds. The administrator should have the 
prerogative to assign beds as acute and/or 
long term as demand dictates. 

• The definitions of mid-levei practitioner, 
physician's assistant, and nurse 
practitioner need to be defined more 
broadly with an expanded role. 

• Nurses feel that a new d(;finition is not 
needed for "nurses." 

• It is imperative that access for the 
medically indigent to a full scope of 
services be assured. 
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"How far is too 
far to receive 
health care? A 
ruler on the map 
can count the 
distance the way 
the crow flies or 
miles on a 
odometer can 
measure a certain 
range of distance, 
LJt it actually 
depends on how 
long it takes for a 
person to drive 
from one point to 
another to 
determine how far 
away health care 
actually is — if 
that person can, 
indeed, drive." 



Joyc-> Powell 

Grocnc Co. Dcp* for the Agm« 
December 1987 (Schoharie, NY) 



• "Uniform access lo family planning" 
should be changed to "no prohibition of 
access to family planning." 

• Home care does not speak to capacity 
problems. Areas that need to be reviewed 
are: public need methodologies and 
restrictions on access. 

• Investigate N.Y. regulatory requirements 
that «ire in excess of federal requirements. 

• Despite its potential to improve access to 
primary care, ihe Rural Health Qinics 
Act (RHC) has only been minimally 
implemented in New York State. This 
lack of implementation is due to the 
excessive clinic certification requirements 
instituted by the Department of Health. 
The Office of Rural Affairs should 
investigate the RHC certification process 
implemented by the Department of Health 
and seek a certification process that is no 
more restrictive than that required by 
federal regulation. 

• The 911 communi'.-^tion system for 
emergency me^^ical services should be 
free of charge to rural residents. 
Telephone companies should be 
encouraged to contribute to tlie 
development and continuance of this 
system. 

• Current reimbursement systems do not 
adequately cover home health services, 
and the proposed NYS methodology 
called "PATH* may have negative effects 
on CHHAs. 

• Increased utilization of professional 
nursing services is an effective and 
efficient means of ensuring access to 
public health services such as prenatal 
care, family planning, and well-child 
clinics for all mral residents. 



Public Comment: 

Testimony during the public hearings 
highlighted the need for access to support 
services, such as transportation and housing, 
in addition to traditional health care 
services. Several speakers addressed the 
need for housing alternatives for the elderiy, 
such as continuing care communities where 
elderiy individuals live independently, yet 
receive needed services in the home and at 
nearby health service facilities. There was 
also a heavy emphasis on problems encoun- 
tered by the emergency medical services 
system, including: a lack of training and 
education for volunteer workers in the 
community; excessive costs in terms of time 
and travel for the training of volunteers; 
state regulations which preclude the use of 
non-EMT squads in cases where reaction 
time is of utmost importance; and 
particulariy the lack of a strong state 
commitment to EMS. 
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Report of the Workgroup on 
Reimbursement — 

Assemblyman William L. Parment; 
Moderator 

Steven Rosenberg and James Scoit, 
members of the guest faculty, guided the 
discussions on reimbursement and finance, 
and provided feedback on the group's 
recommendations: 

The reimbursement workshop group 
perceives that the delivery of adequate rural 
health care services requires the 
development of reimbursement strategies 
that would be sensitive to the unique 
characteristics and needs of rural health care 
providers. Based on this consensus, the 
committee recommends that, in the long 
term, the following tvpes of reimbursement 
systems be examined to determine their 
ability to address the needs of the rural 
health care system: 

• Case Mix System — Characteristics: All 
payor, PPS; All services; Clinical Criteria 
(e.g., DRG); CON optional 

• Block Grant System — Characteristics: 
Pilot; Capped, but guaranteed revenue 
trended; No CON; Savings go back to 
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community; 3 to 5 year term; All 
providers; All services. Geographic 

• Market Model System — Characteristics: 
Consumer driven; No CON; No franchise 
on services; ADS products (e.g., HMOs, 
IPA, PPO, traditional insurance); Supply 
and demand; For-profits compete; All 
services 

There was a lack of consensus on which 
alternative would be most appropriate, with 
one member choosing the Case Mix system; 
2 opting for Block Grants; 3 for the Market 
Model; and 4 choosing to adjust the current 
system. (The rest of the group either had 
no opinion or abstained from expressing 
one.) 

The group felt that, in general, information 
regarding these types of reimbursement 
systems and their respective impacts on the 
delivery of health care in rural areas is 
lacking. Therefore, they felt that a budget 
appropriation should be made available to 
the Commission on Rmal Resources to ftind 
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"As I see New 
York State now, it 
is so over- 
regulated by the 
health care 
bureaucracy, it is 
not only an unfa- 
vorable climate for 
physicians, it is 
fast becoming an 
unfavorable area 
for health care 
executives. The 
regulatory envi- 
ronment is so 
oppressive that the 
operating experi- 
ence one gets here 
as opposed to less 
regulated states is 
simply less 
a**r5jctive." 



Kevn CuToll 

Chtmplun Vtllcy Physicuns 
Hospital, Scpbmber 1987 
(Siruuc Like. NY) 



a Study by private group(s) to research, 
analyze, and develop these models. 

The group also felt that it would be more 
appropriate for them to concentrate on 
immediate, short-term considerations and 
recommendations. 

Short-term (Priority) Recommendations: 

• There should be a moratorium on 
involuntary closings of hospitals in rural 
areas for two years. 

• The Commissioner shall provide 
regulatory flexibility in Jie areas of 
licensing, certification, and code 
compliance for health care providers in 
rural areas, as current regulations and 
codes have a negative impact on rural 
facilities and providers. 

It is recommended that the following issues 
should be incorporated into post-1987 
reimbursement system(s): 

• Consideration should be given in 
statewide planning to ensure that negative 
impacts are not imposed on rural 
providers as a result of their geographic 
location. 

• Wage equalization factors should be 
developed with recognition that rural 
hospitals must compete in employment 
markets with urban hospitals, as well as 
in state labor markets. 

• Rural RHCFs should have facility-specific 
wage equalization factors, rather than 
regional factois. 

» The Medicaid system should include 
appropriate reimbursement for providing 
home health care and case management in 
rural areas, recognizing the efficiency 
problems of distance and population 
sparsity. 

• The state should adopt a more hospital- 
sp( ;ific reimbursement methodology 
rather than a pure-price blend. 



The state should pay for transportation to 
and from health care facilities, for the 
elderly and other individuals unable to 
driv^e or without a vehicle or access to 
public transportation, when the services 
are under a physician's order. 

The state should allow and pay for rural 
hospitals to provide interhospital patient 
transport services themselves without 
requiring the a'^proval of Regional 
Emergency Medical Services Councils. 

When reimbursement rates are set, there 
should be recognition of fixed costs and 
stand-by costs incurred by rural hospitals. 

An appropriate appeals process is needed 
for reimbursement of extraordinary costs 
incurred by rural providers. 

The use of charge control as a regulatory 
mechanism should be eliminated, and 
charges should be set solely by providers, 
based on a free market system. 

Reimbursement is needed specifically to 
encourage rural health care providers to 
develop and expand preventive health 
programs at both the hospital and 
community levels. 

Mechanisms must be developed for third- 
paity reimbursement of mid-level 
practitioners (e.g., PA's, Nurse 
Practitioners) in rural areas. 

A waiver of the CON process for rural 
hospitals to allow a plus or minus ten 
percent change in certified bed capacity, 
on a temporary basis, should be adopted. 

Regulations should be adopted wherein 
RHCFs can appeal for relief from RUGs 
Medicaid Rate ceilings on the basis of 
unique, rural, non-patient, facility char- 
acteristics and costs, wherc lack of such 
relief would jeopardize the continued pro- 
vision of SNF/HRF services in the rural 
community. Approval of such appeals 
should be required within six months. 
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• Rui-al RHCFs should be allowed the 
option of voluntary participation in 
Medicare. 

• Regulations should include requirements 
that appeals for extraordinary costs by 
rural providers will be processed in thirty 
days or will be automatically approved. 
Furthermore, delays in the payment of 
approved rates beyond thirty days from 
approval shall require the payment of 
current rates of interest 

• In addition to appeals submitted in 
accordance with approved regulations and 
mechanisms, regulations should allow 
appeals submitted for increases in 
operating cosl5 in excess of base year 
levels trended/approved rate levels for 
programs such as outreach, education, etc. 

• A rural-oriented capital pool should be 
established which would provide loans to 
rural providers at reasonable cost of 
capital. Specifically, lending methods 
should not require letters of credit and 
other extraordinary costs of the 
transaction. 

• The Legislature should require the NYS 
Department of Health to clearly designate 
staff to assist rural health care providers 
on a consultative basis to comply with the 
Department's regulations. 

• Funding should be provided by the state 
to staff a technical advisory group to 
assist rural health providers. This 
advisory group should be established as 
part of the State Office of Rural Affairs. 

Reimbursement: Major Issues and 
Concerns 

The workshop group on reimbursement 
identified sixty issues and concerns that they 
felt should be addressed. Some overlap 
existed in these issues, and they were 
categorized into five main groups: (1) 
Inequity; (2) Flexibility; (3) Currency and 
Timeliness; (4) Appropriateness; and (5) 
Complexity. 



Inequity: Major problems for rural 
providers are inequities in reimbursement 
rates, and lack of recognition of unique 
rural costs and conditions in estiiblishing 
those rates. Specifically: 

• Inconsistency of Federal and State 
definitions of "rural" and "urban" 

• Urb^.n/Rural rate uifferences 

- Physicians not accepting Medicaid 

- Inability to provide some services due 
to lower rural rates 

• Unique rural costs/conditions 

- Lack of economies of scale 

- Standby fees: rural vs; urban 

• Unequal access to marketplace 

• Different rates for different departments 

• Higher medical malpractice premiums 

Flexibility: Flexibility in several areas was 
identified as important. Specifically: 

• Need for flexibility to meet needs of 
different providers 

• Program flexibility/relaxing regulations 

Currency/Timeliness: These time frame 
and currency (i.e., re: base years) aspects of 
reimbursement were also considered 
important: 

• Currency in reimbursement 

• CON issue 

• Time frame for grant proposals 

Appropriateness: Many aspects of 
reimbursement identified as concerns fit 
under the category of appropriateness. 
These include. 

• Incentives 

- Payment incentives should be used, 
rather than penalties 

- Incentive payments for performance vs. 
quality criteria 

- Incentives for providing sep'ices other 
than acute care 

- Incentives for specialists 
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• Payments for providers and services 

- Paying hospitals for recruiting 
I'hysicians and other medical 
professionals (e.g., registered 
professional nurses), and for assisting 
them in establishing and maintaining 
their practices 

- Case management fees 

- Reimbursement for mid-level 
practitioners 

- Payments for imiovative projects 

- Meet" ig capital needs 

• Appropriateness of JCAH vs. state 
licensing 

• Definition of "skilled nursing" (Medicaid 
vs. Medicare) 

• Appropriateness of regulations based on 
occupancy 

• Inadequate trend factor 

Complexity: The abundance and cnmplex.t^ 
of fiscal management/paperwork are 
considered problems. In particular: 

• Paperwork complexity and duplication 

• Lack of reporting capabilities 

• Lack of coordination in regional planning 

• Educating consumers regarding costs 

• Educating the community and local 
officials about costs 

Comments Received from Participants 
after Distribution of Draft Report: 

• Payments resulting from appeals should 
be paid in doUars, not as adjustments to 
the next year's rates. 

• Payments for transportation in rural areas 
should not encourage provision of trans- 
portation services sololy for access to 
health care, but rather a coordinated 
system of transportation for many other 
purposes. 

• Waivers of rate ceilings should be for all 
rural health care providers, not just for 
skilled nursing facilities. 

• Many of the Issues and recommendations 
the workgroup iu'^ntificd are really of a 
national scope (e.g., optional participation 
in Medicare). Current activities in 



ERIC ^ 50 



Washington will affect the ability of NYS 
to adequately address such issues. 

• The proposed reimbursement methodology 
for home health care is a pricing system 
similar to RUGs. There is universal 
concern that the methodology will cause 
irreparable damage to Home Health 
Agencies (especially public). At this 
critical time, additional demands are being 
placed on public agencies. The proposed 
system should be thoroughly modified 
before implementation by NYS DOH. 

• Some feel that the moratorium on 
involuntary hospital closings should be 
for three (3) years, instead of two. 

• The ii^commendation for regulatory 
flexibility on the part of the 
Commissioner led to the comment that 
standards should be developed that meet 
unique rural conditions and needs, but 
still ensure quality of care. 

Public Comment: 

The public comments received concerning 
reimbursement and financing focused 
primarily on problems with federal 
reimbursement systems and the need for 
adequate funding of non-institutional care. 
The new post- 1987 hospital inpatient 
reimbursement system for New York State 
was agreed upon in the fall of 1987, but 
was not passed by the Legislature until 
January 1988. Therefore, few speakers were 
able to respond to inquiries as to the impact 
of the new system on their individual 
facilities. A great deal of concern was 
expressed regarding the inadequacy of 
reimbursement for home health care in rural 
areas, where extensive travel is required and 
generates increased costs for personnel and 
transportation. Funding for the mid-level 
practitioners was also mentioned as an issue 
for addtional study. Providing third-party 
reimbursement for mid-level practitioners 
would grant rural providers the opportunity 
to utilize these professionals more 
efficiently, and reduce the necessity of 
maintaining an ovcrqualified staff for more 
routine care. 



Report of the Workgroup on 
Personnel — 

Assemblyman John G. A, O'Neil - 
Moderator 

Uncertainty 

In addressing the issue of personnel, with 
specific focus on recruitment and retention, 
tiie concept "uncertainty" in the rural health 
care environment was identified as a 
primary concern. The concept manifests 
itself in a number of ways. Those areas of 
'Vncertainty" identified as priorities are: 
1) reimbursement; 2) malpractice and tort 
reform; 3) more planning and coordination 
between Department of Health (DOH) and 
local communities, especially as decisions 
impact on persorjiel; and 4) utilization of 
the state Office of Rural Affairs as a 
clearinghouse and ombudsman for 
information and technical assistance. 

Current reimbursement policies result in an 
uncertainty with respect to recruitment and 
retention of professionals serving in rural 
areas. Changes needed to resolve this 
problem include: 

• Mandatory third-party reimbursement for 
professional nursing services. 

• Modification of current charge control 



restrictions to allow hospitals to increase 
their revenue stream to enhance personnel 
salaries and benefits. 

• More advanced notice of new rules and 
regulations in order to accommodate and 
design personnel changes. 

• Developing incentives (e.g., third-party 
reimbursement methodologies) for 
providing preventive and primary care. 

The unavailability and cost of malpractice 
insurance have had a detrimental effect on 
the recruitment and retention of health care 
providers. The high cost of this insurance 
has a disproportionate impact on rural 
providers whose compensation is lower than 
urban counterparts. Tort reform is needed 
to resolve this issue. 

The department of health and the regional 
health systems agencies should coordinate 
with local hospitals regarding planning 
decisions impacting future viability in order 
to accommodate job continuity and 
alternative career paths. 
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"We're not only 
struggling locally 
with nursing 
shortages, R.N. 
shortages, but we 
have trouble re- 
cruiting medical 
technicians, X-ray 
technicians, labo- 
ratory technicians, 
physical 
therapists.** 



Timothy Sweeney 
Conimunity Hoipiul 
of SchohiTK Coumy 
Dccsmbcr 1987 (Schoharie. NY) 
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The Office of Rural Affairs should facilitate 
the development of consortia of health care 
providers in rural areas to evaluate the 
social and healthcare needs of the cominu- 
nity, perform economic impact assessments, 
and to provide technical assistance where 
appropriate. Addressing ^hese issues of 
uncertainty through legislative and 
regulatory initiatives wiil foster a more 
positive environment in rural areas for 
health care professionals. 

Isolation 

In order to recruit and retain professionals 
and para-professionals in rural areas, the 
unique isolation characteristic of rural 
settings needi> to be taken into account. 

Lack of collegial relationships could be 
ameliorated by encouraging networking 
though telecommunications and regional 
professional groups. 

In rural areas, the burden of frequently 
being the only available provider, constantly 
on call, increases the sense of isolation. A 
system of locum tenens should be 
encouraged and possibly coordinated on a 
county or regional level. 

Allowing more flexible practice patterns by 
implementing changes such as increased 
supervisory visits should decrease the 
isolation experienced by the individual 
practitioner and should also result in better 
retention of personnel. 

There are problems inherent in rural service 
delivery that lead to retention difficulties. 
Communities recruiting health personnel 
should undertake effoiis in advance to re- 
educate the host community as to appro- 
priate levels of expectation and also educate 
prospective pioviders to isolation problems 
and how they could unite to effect necessary 
change. For communities unable to do this, 
the state through an office of "rural health" 
should design a formal recruitment-retention 
program for rural areas. 

Inflexibility 

Federal and state regulations, such as 
hospital staffing requirements and 



professional licensure restrictions, lack 
sufficient flexibility and relevance to rural 
health care needs. For instance, adminis- 
trative nursing personnel in hospitals and 
home health agencies are often excluded 
from giving patient care. There are 
mandatory minimum staffing and creden- 
tialling requirements that are likewise 
inappropriate. The lack of credentialled 
staff results in inadequate reimbursement for 
those who do perform the functions but lack 
the required credential. 

Lack of third-party coverage for services 
performed by registered nurses in general, 
PAs, and nurse anesthetists significantly 
impedes the proper utilization of these mid- 
level providers in meeting rural health care 
needs. This is both a federal (Medicare) 
and state (Medicaid and private) problem. 

With a limited patient base and inability to 
achieve economies of scale, rural health 
services struggle to maintain a full 
complement of fully licensed allied health 
practitioners. 

Inadequate statutory definitions of some 
mid-level practitioners (e.g., PAs, NPs and 
nurse anesthetists) impedes their utilization 
in meeting rural health care needs. 

An Office of Rural Health should be created 
within the Office of Rural Affairs which 
would serve as an advocate and ombudsman 
for rural health interests. Its functions 
should include serving as a clearinghouse of 
health regulation information for providers 
and consumers, providing technical 
assistance to rural communities in need of 
a^^sessment, plarming and implementation of 
health care services, and staffing a rural 
health council. The rural health council 
would be charged with reviewing existing 
and proposed laws and regulations for their 
appropriateness to rural areas and with 
advising state government on the impact of 
regulation on rural health care delivery. 
There should be legislation passed which 
mandates third party reimbursement for 
services provided by NPs, nurse anesthetists 
and PAs. Relevant statutes should be 
amended to provide clear definition of the 
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credenli ailing requirements and scope of 
practice of mid-level practitioners. 

SociO'Economic Status 
The socio-economic realities of rural life 
often serve as deterrents for the recruitment 
and retention of highly educated health 
professionals whose training has "socialized" 
them to favor the cultural, economic, and 
educational opportunities of urban life. 
Some of these discrepancies might well be 
addressed by more appropriate education for 
these professionals (and those who teach 
them) to remove the stigma of second class 
status traditionally assigned to locating in 
rural areas. 

Perhaps more importantly, the tiaditional 
economic disincentives associated with rural 
life for health care workers need to be 
reversed. The assumptions inherent in 
federal (Medicare) and third-party 
reimbursement fee structures that continue 
to disfavor rural areas serve to decrease 
wages for all levels of health care 
professionals and make recruitment and 
retention of those personnel more difficult. 
The current skewing of insurance coverage 
towards inpatient and high-tech medical 
care, wiui lack of reimbursement for 
preventive, primary and home care services, 
leaves rural residents largely unable to 
afford the types of services that primary 
care providers deliver best. These are the 
services that are widely endorsed by health 
care planning bodies, academicians and 
legislators as the most appropriate ones for 
rural areas; but little insurance money has 
been forthcoming to help pay for these 
services. 

The historical reliance on volunteerism for 
the delivery of emergency medical services 
is a fragile method of maintaining a 
cornerstone of rural health care delivery. 
Incentives to voluntary E.M.T.s should be 
provided by state and federal tax credits that 
liberally recognize the labor provided by 
these individuals. 

Finally, the economic liie of rural 
communities needs economic revitalization 
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programs. When this is achieved, all 
members of rural communities will benefit. 

Regional Training 

The concepts presented in this section are 
based on the premise that the Office of 
Rural Affairs vill monitor and implement 
suggestions n^ade within this area. 

It was recognized by the committee that 
rural health training is inadequate as a 
means of promoting recruitment and 
retention. 

The basis for recruitment and retention is 
improved education of what 
HEALTH is to the general public. There is 
a need for increasing awareness among 
students of the many opportunities for a 
career in the health care professions. 
Guidance counselors can be an excellent 
resource, given the appropriate knowledge, 
to motivate and direct students into health- 
related careers. We encourage students in 
K-12 to be increasingly exposed to the 
educational ^''^^ortunities and role models of 
health pro'' aals at all levels. This could 
be accompiiaiied through such programs as: 

• volunteer - candy stripers 

• part-time student A^ork experience 

• clinical experiences through summer 
internships 

• The state shoulJ explore the possibilities 
of creating a pool through its Department 
of Labor of employable applicants 
interested in health related employment. 

• Job Training and Partnership Act (JTPA), 
funds could possibly be used to fund on- 
the-job-training for home health aides on 
a full-time and part-time basis. 

• We should capitalize on our strengths and 
recruit l0\.al individuals who are familiar 
with the lifestyles of rural residents. One 
way to achieve this is to offer incentives. 
Across the board incentives could be 
provided for individuals coming from 
urban to rural areas. Examples would 
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Graduates from RN Teaching Programs in New York State, 1980-87 (ii thousands) 



Source: Hospital Association of New York State 



With few exceptions, 
New York colleges with 
programs in registered 
nursing ard producing far 
fewer RNs now than in 
1980. Scholarships, 
guaranteed employment 
and other inducements in 
recent years have not 
helped increase RN 
enrollment sufficiently to 
meet current and future 
demand. 
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include loan forgiveness programs for 
health professionals who practice in rural 
areas and grants/scholarships for students. 

• There is a need to encourage the use of 
workstudy stipends and grants for low- 
income individuals for the training of 
para-professionals. The para-professional 
will, in tum, serve in a rural or other 
underserved community health ceiiior. 

In the area of education the ideas presented 
by the committee will assist both 
recruitment and retention. The following 
ideas are suggested for implementation: 

• Training institutions should be encouraged 
to provide clinical experiences in rural 
and other underserved communities. This 
shou J be done in a comprehensive 
manner to encourage "positive clinical 
experiences" for stuoents. 

• Opportunities should be made available* 
through cooperation between the health 
care professions, multi-level educational 
institutions and health care providers to 
promote entry of rural individuals into the 
health professions. Make available 
ongoing career ladders (e.g., LPN to 




Associate Degree Nurse to Baccalaureate 
Degree Nurse), with appropriate incen- 
tives to move upward. Ideally the long 
term goal would be the standardization of 
the educational level for professional 
nursing practice at the B.S. level. 

• NYS should explore the development of 
t^e Area Health Education Centers 
(AHb^Js) which should function on a 
region il basis to address the educational 
needs of health care providers and of 
students. AHECs should be to: 

- Develop rural education training sites for 
multiple disciplines. 

- Develop and coordinate continuing 
education for multiple disciplines. 

- Foster educational linkages oetween major 
medical centers ati^ r^ml health pro/iders. 

- Encourage the involvement of local 
colleges and universities in continuing 
health education. 

- Develop and ir ' e use of interactive 
communications technology for the 
purpose of continuing education. 

- Encourage research on rural health 
delivery. 



"Our largest 
staffing problem is 
critical care 
trained re^'^tered 
nurses, and they 
have been 
extremely difficult 
to both recruit and 
retain. Part of the 
problem in 
retention if we 
have moved from 
a local market on 
critical care to a 
regional, if not 
statewide, 
market." 



Sutcr Mai, Croghtn 
St. Fnncu Hospiul 
November 19S7 (Comir 



NY) 



Conclusion: 

In developing these recommendations, the 
group did not have sufficient time to 
separate them into short and long-range 
solutions. The next step should be to select 
those which are "doable" within the next 
year and seek their in^plementation. Those 
which require more indepth analysis, should 
be reviewed with a process set in motion to 
carry them to fruition. 

The legisialure, executive branch, 
education ' institutions and providers must 
collectivfl* cJid diligently pursue these 
objectives; an absence of highly qualified 
and motivated professionals will leave mral 
NYS witr» '*^adeqaate health care. 

Comments Received from Partio.pants 
after Distribution of Draft Report: 
- Ciodte incentives to encourage urban 

medical teaching facilities to place 

physician.; in rural areas. 

• Strengthen programs offered by SUNY 
system dealing v/ith rural issues. 

• Create additional rural training sites and 
facilities. 

• Concern over inflexibility of regulations 
should not result in lowering standards 
for rural health, since the quality of the 
care must be ensured. 

• Concern expressed over creating another 
layer of bureaucracy (i.e., an Office of 
Ruia! Health) because it may result in 
more regulation, more delays, etc. 

• The premise of the section on regional 
training alternatives may be inadequate, 
since thu otate Office of Rural Affairs 
does not have the authority to implement 
many of the recommendau^ .^is. 



Public Comment: 

The public comment received in the area of 
personnel highlighted some of the points 
raised in the woricshop discussion, especially 
those regarding reimbursement for health 
care professionals. Speakers urged 
additional third party reimbursement for 
mid-level practitioners, and incentives for 
innovative utilization of health care 
professionals. In addition, a number of 
those testifying cited the need for a 
competitive edge in order to recruit and 
retain the necessary personnel. They noted 
great difficulty competing with the urban 
areas which have traditionally received 
greater reimbursement for personnel costs. 
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The recommendation tc aevelop new 
Area Health Education Centers may not 
be nece'^sary. Currently existing 
faciUties, such as community colleges 
and SUNY campuses, and BOCES 
centers, may be networked to carry out 
thosc^ suggestions. 
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Workgroup on 
Coordination. Senator 
James L Seward, 
presiaing. 




"The Department 
of He?lt";, 
Depa. iinent of 
Education, Labor 
Department, 
Department of 
Socir^ Services, 
Office for the 
Aging ... all have 
their regulations 
and policies ... we 
often forget that 
we are all serving 
the public con- 
sumer in some 
way. We need 
more cooperation 
to deliver 
services." 



Dorothy Midden 

Emcx Couitty Nunmg Service 

Septembo 1987 

(Stftn&c i.»kB. NY) 
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Report of the Workgroup on 
Coordination — 

Senator James L. Seward; Moderator 

The lack of adequate coordinalion among 
agencies and professionals is a serious 
impediment to the provision of health and 
human services. Since the broad spectrum 
of coordinatioii required to address this 
problem is statewide, the implications of 
state policies should be assessea by a state 
agency - the State Office of Rural Affairs 
The workgroup on Cor*dination identified 
the following as son; of the problems 
afi ,cting coordination among rural 
providers: 

• Lack of consumer, provider and 
reg'iiatory information on available 
services and programs; 

• Legal and regulatory restraints; 

• In ' ^insistencies in the regulations and 
the '" interpretation; 

• Ambiguous or contradictory definitions 
and terminologies between service 



providers, and between agencies u.at 
regulate them; 

Geographic isolation of service 
providers; 

Maintenance of patient/provider 
confidentiality, as it may impair the 
sharing of information; 

Inadequate transportation systems to 
provide client access; 

Concern aniOng local providers over 
possible loss of autonomy and control; 

Need for enhancing management skills 
at the local level; 

Lack of availability and accessibility of 
needed services; 

Shortage of skilled workforce; 
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"The concept of 
BOCES ... seems 
to be locally- 
sanctioned, state- 
sanciionedy and 
allows the small 
rural school 
systems to bring to 
them resources 
and services they 
cannot necessarily 
afford or attract 
themselves ... I 
would think that 
consideration of 
some system of 
that sort in [rural 
health care] would 
be very helpful 
and would help 
rural areas 
maintain that 
rural ethic of self- 
determination or 
at least some bit of 
self-direction." 



Scon PaiiacIU 

Stlkmanca Dutnct Hospitil 

N<Acmbcr l987 (Commg, VY) 
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• Limited rcsourrcs ai the local level; 

• Nonexistent or limited linkages, and gaps 
between federal, state, and local 
governments, priorities, resources, and 
agencies. 

The workshop recognized that tliese and 
other problems of coordination could not be 
solved in the short time of their 
deliberations. The woricshop recognized 
that coordination must be initiated on the 
local level but at the same time believed 
there is a need for incentives to be offered 
by the state to facilitate the development of 
local programs. The workshop proposes the 
creation of a Council for Rural Health and 
Human Resources under tlie auspices of the 
New York State Office of Rural Affairs. 
The Council would oversee the 
administration and awarding of substantial 
multi-year grants for the development and 
implementation of Local Rural Health and 
Human Services Coordih?ling Councils. 

The Council for Rural Health and Human 
Resources will be given the following 
powers and responsibilities. It will receive, 
review and approve applications to establish 
local councils and provide adequate funding. 
The Council will also review regulations 
and statutes affecting rural health and 
suggest appropriate changes at the state 
level. In addition, it will be responsible for 
infonning local councils and providers of 
issues affecting them. The statute 
establishing the Council could provide that 
the Council be charged with proposing 
appropriate waivers of statutes and 
regulations interfering with delivery of 
coordinated health care. In addition to the 
functions and responsibi^^'lies outlined above, 
the Council will be required to report at 
least annually to the Legislature and the 
Governor. The Council wil) be a 
clearinghouse for ail requests for waivers 
originating with local councils or providers. 

The Council will consist of the following or 
iheir designees: the Commissioner of Health, 
Commission of Social Services, 
Commissioner of OMRDD, Commissioner 
of the Office for the Aging, Commissioner 
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of Housing, Commissioner of Education, 
and an equal number of public members 
selected from residents, providers and local 
council members. 

Ideally, Local Coordinating Councils would 
be representative of, but not limited to the 
following local health and human service 
providers: 

Department of Social Services 

Hospitals 

Pharmacists 

Menial Health Clinics 

Area Office for the Aging 

Physicians and other Clinicians 

Schools 

Colleges 

Public Health Departments 
Health Maintenance Organizations 
Churches 

Transportation Providers 

Interested Consumers 

tl.nergency Medical Care Providers 

Clinics 

Dentists 

Visiting Nurses 

Retired Volunteer Service Programs 
Social Workers 
YMCAA'WCA 
Community Action Agencies 
Nursing Homes 
Rehabilitation Centers 
Home Health C?rc Agencies 
Family Planning Centers 



The local Coordinating Councils would not 
be duplicative of existing structures within 
local communities but instead would create 
an environment .n which rural providers 
would be afforded oppoitunities and 
incentives to work together. Conceptually 
the Local Coordinating Councils would be 
the hub of a wheci of providers' services. 
Clients would continue to access services 
the same as today but the hub would allow 
them, when necessary, to more readily 
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Cooperative Rural Networks and Affiliations 



The expansion of health 
services in rural hospitals 
and family health centers 
has been stimulated by a 
number of budget allo- 
cations advanced by the 
Commission on Rural 
Resources. Projects are 
empnasized that coord- 
inate and diversify health 
care services, address 
special rural needs, and/ 
or hold the potential of 
delivering a broadened 
spectrum of cart that's 
accessible to all mem- 
bers of the community. 




Home Health 
Care/ 

Assisted Living/ 
Nursing Homes 



Health Therapist*; 



Public Health Prcvenijon, 
Promouon, Education, & Chmcs 



Migrant Health Care 
Farm/Logging Accidents 
High Motor Vehicle 
Accident Rate 
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access the range of services available to a 
rural area. 

The Local Coordinating Council would have 
several functions. It would facilitate health 
and human service management for the 
community as a whole, assisting each 
provider to better coordinate services; act as 
conduit for needs assessment information so 
that appropriate action can be taken; gather 
and disseminate current informatic^n among 
providers; establish a mechanism to provide 
case management for clients with difficult/ 
multiple problem^ requiring muld-agency 
action; and act as an advocate for needed 
serN'ice changes within the community. The 
Local Council would afford rural providers 
the opportunity to share facilities, personnel, 
and other resources. In some circumstances 
duplication could be minimized making 
more efficient use of available services. In 
short, the Local Councils would be the 
beginning of tlie solution to the problem of 
coordination in local rural communities. 
This program would be voluntary. Each 
Council would be expected to evolve along 



such lines and serve such geographic areas 
as dictated by local needs. Technical 
assistance for the development of these 
Councils will be made available. 

In summary, the statewide Council for 
Rural Health and Human Resources 
composed of consumers, providers, private 
and public health professionals, and 
professional associations, would create for 
the first time at the state level ari informed 
and enlightened voice and ear for the rural 
provider and populace in general. The local 
coordinating councils will provide a new 
mejins for rural health care providers and 
consumers to have coordine.cd input into 
the overall health and human services 
delivery system and to aid in maximizing 
resources at the local level. 
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Comments Received from Participants 
after Distribution of Workgroup 
Report: 

• Include Rural Preservation Companies 
as part of list to participate in Local 
Coordinating Councils. 

• Omission: what about representation of 
county governments on Local 
Coordinating Councils? [This question 
and it was felt that county government 
would end up controlling the council 
and thus, the council would be subject 
to politics.] 

• WhatofSACs? Role of HSAs? 
Should we use existing structure? How 
can we avoid duplication of roles? 

• Should not exclude any group or 
function - transportation, educaiion 
should not be intentionally excluded. 

• Geography question -local decision 
whether to have a Local Coordinating 
Council or not; local community, 
service providers would determine area 
Council would serve. 

• Paid staff would be included as part of 
Couiicil; grant func'ing, state agencies* 
reimbursement, are possible sources of 
monies for this purpose. 

Public Comment: 

The ne^a for coordination of services was 
addressed extensively throughout the 
heariags. Spe?kers felt that greater 
coordination is needed at both the local and 
state levels. They suggested that a 
mechanism be developed that would review 
the regulations of different state agencies for 
conflict and unnecessary duplication, as well 
as conflict existing between state regulations 
and federal regulations. 
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Appendices 



A. Public Policy and Programs for Rural Health Delivery 

B. Classification of New York State Counties; Metro-Rural Continuum 

C. Symposium Participants 

D. Agencies, Associations and Councils that Directly Affect Rural Health Policy 
and Delivery Systems in New York State 
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Appendix A 



Public Policy and Programs for Rural Health 
Delivery 



Commission on Rural Resources' 
Rural Health Activities 

Over the past few years, actions to improve 
rural health care delivery have been renewed 
at joth the state and national levels. While 
much more remains to be accomplished, a 
strong foundation is gradually being 
constructed in Wew York State, upon which 
new programs and policy objectives can be 
built. The Legislative Commission on Rural 
Resources is proud to participate in this 
process, and gratified by the results of our 
efforts. Rural health care is being 
increasingly addressed not only by the 
Commission, but by the state Department of 
Health, the State Legislature, and various 
health care associations and agencies. (See 
Appendix D for a complete list.) The level 
of cooperation among these parties is 
encouraging, and is encouraged. To obtain 
maximum positive re .as from limited re- 
sources, such efforts require cooperation and 
continuous evaluation of accomplishments. 

Following is a br-^f outline of activities and 
publications that have resulted thus far from 
initiatives of the Commission in cooperation 
with others. An overview of activities ol 
other agencies and oi;ganizations is included 
as well. 



Newly Enacted Laws Affecting 
Rural Health: 

The laws described briefly in the following 
section are those which were initiated and 
have been continuously supported by the 
Commission. Each program was developed 
as a direct result of recommendations made 
to the Commission at several of its 
Ic islative symposia, meetings, and public 
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hearings. Participants at such events 
represented the realm of individuals and 
oi:gan;zations with an interest in rural health 
c;ire, but the vast majority of these people 
were providers and consumers from rural 
areas of the state. 

Rural Health Care Networking 
Prof^ram 

Eiiacted in 1986, this law offers an aid 
program with grants of a maximum of 
$50,000 per year for up to three years to 
projects in rural health care netwoiicing. 
The program provides for technical 
assistance and financial support for the 
linking and oi^ganizational restructuring of 
separate providers in order to offer more 
integrated, comprehensive services than 
could be provided by any one provider 
independently. The first cycle of nts was 
awarded in October 1987, and the second 
round in November 1988. 

Rural Health Care Provider 
Diversification Program 
While originally an initiative of the State 
Senate, the Diversification Program is 
stroagly supported by the Commission, 
which has woriced extensively to insure 
adequate funding for the program.. Projects 
supported by grants are those inu .v.a by 
providers in order to diversify, expand, or 
enhance the services they offer, with a 
heavy emphasis on expanding the 
availability of both primary care and long 
term care in rural communities. Funding 
for this program has been maintaii .d at $1 
million per year since its inception in 1987. 
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Rural Health Care Development 
Program 

Similar to the Diversification Program, the 
Rural Health Care Development Program 
was established to assist providers in 
diversifying the services they offer by 
expanding or enhancing existing services or 
establishing new seivices, in the areas of 
primary care and long term care, as well as 
geriatric care and emergency medical 
ser\'ices. However, the Development 
Program is unique in that it was intended 
for projects which do not involve the 
conversion or merger of acute care facilities 
in rural communities. Funding for this 
program was $1 million for 1988-89; it is 
expected that this level of financial support 
will be maintained for the period 1989-'90. 

Rural Hospital Swing-Bed 
Demonstration Program 
Established in 1988, the Swing-Bed 
Demonstration Program was developed to 
provide grants to rural acute care hospitals 
to cover planning and implementation costs 
for demonstration projects which would 
allow eligible hospitals some flexibility in 
the use of their certified beds. Such 
hospitals would be pemutted to temporarily 
"swing" a small number of beds in order to 
use theiP for surh alternative uses as skilled 
nursing care, hospice, geriatric day care, and 
respite care. The fiscal circumstances in the 
staic in 1988 necessitated a delay in the 
implementation of this program; however, it 
is anticipated that a demonstration program 
will be operating in 1989. 

Physician Recruitment, Retention and 
Clinical Training in Rural Areas 
An appropriation of $318,000 was obtained 
in 1988 to fund enhancement of a model 
program for t^ie recruitment, retention and 
clinical training of health care personnel and 
physicians in rural areas, conducted through 
the Family Practice Department of the State 
University of New York at Buffalo Medical 
School. The program is being conducted in 
cooperation with the Western New York 
Rund Health Care Cooperative, an 
organization recently established under a 
grant froni the Robert Wood Johnson 
Foundation. Under the program, physician 



interns and residents are trained in rural 
hospitals. In addition, an Office of Rural 
Health will be established at the University, 
to serve as a clearinghouse of information 
on rural health care. Long-range plans for 
this program include replicating the model 
in other medical schools in the state. 

University "Based Rural Health 
Research and Training Program 
This 1988-89 State Budget appropriation of 
$200,000 is being used to establish 
demonstration rural health research and 
training programs within graduate programs 
in health services administration. The 
concept is to prepare prospective heaHh care 
administrators to woilc in a rural setting, 
establish clinical residency programs in 
health services administration, stimulate 
research on rural health policy and practices, 
and ser\'e as a clearinghouse for rural health 
and human services practitioners and 
policymakers. While many exciting and 
timely research projects are being 
undertaken, one of special significance is a 
study of the importance of a rural hospital 
on the economic climate of its community, 
as well as the economic impact on a rural 
community of its hospital. Results of the 
first round of research projects will be 
available in the fall of 1989. 

State Office of Rural Affairs 
In 1986, legislation developed and 
sponsored by the Commission was passed to 
establish an Office of Rural Affairs wjthin 
the Executive Branch of state government. 
Among other duties, the Office provides 
comprehensive information and serves as a 
clearinghouse on federal, state and local 
rural development and revitalization 
programs, and refers agencies, individuals 
and corporations to appropriate departments 
and agencies of the state and federal 
governments. 

Rural Public Transportation 
Coordination Program 
Rural public transportation has been 
idenfificd as a crifical need in order to link 
providers and consumers of services. In 
1986, legislafion developed and sponsored 
by the Commission was enacted into law to 
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assist rural counties in developing a system 
for coordinating and integrating existing, 
often fragmented public transportation ser- 
vices. Such services are now often pro- 
vided by many agencies to their specific 
client groups. A coordinated system would 
expand the use of facilities and resources to 
all potential clients, and increase service 
cost-effectiveness. Nine countywide pro- 
jects arc now underway, under the adminis- 
tration and guidance of the state Department 
of Transportation, to demonstrate the 
efficacy of this approach to public 
transportation service delivery in rural areas. 

Commission Legislation Affecting 
Rural Health (Currently Pending): 

Rural Representation on the Council 
on How " Care Services 
The Commission has introduced legislation 
requiring the appointment of representatives 
of rural counties (those with a population of 
less than 200,000) to the state Council on 
Home Care Services, which advises the 
Governor and concerned state agencies on 
all aspects of home care services. 

Rural Representation on the State 
Hospital Review and Planning Council 
This bill, another Commission initiative, 
would increase rural representation on the 
State Hospital Review and Planning 
Council, which advises the Cmmissioner of 
Healtli on all health care issues, including 
healcn planning and regulation. 

Rural Representation on the Public 
Health Council 

Like the two bills above, this legislation 
would mandate an adequate level of rural 
representation on the Public Healtli Council, 
which develops health care policy and 
regulations in matters of public health. 



Commission Publications Covering 
Rural Health Care: 

Publications in the area of rural health care, 
distributed by the Commission, include the 
following: 

Enabling Rural Hospitals in New York 
State to Provide Swing-Bed Care, 
March 1988. 

Access to Capital: More Than Survival for 
Rural Hospitals and Nursing Homes, 
September"l987. 

Regulating Rural Primary Ambulatory 
Care Services Centers: A Case Study 
Illustrating the Need for Regulatory 
Review, September 1987. 

Rural h "'^ Resource Guide: A Com- 
pilation uj jjata and Information on Rural 
Health in New York State, August 1987. 

The Design of a Rural Health Services 
System for the Next Two Decades: 
Preliminary Report of the Second 
Legislative Symposium, August 1987. 

Toward a Rural Health Policy in New 
York State: A Special Focus Report, April 
1986. 

Rural Futures, the Commission's monthly 
newsletter, frequently includes articles on 
rural health care. 

Rural Health Activities of Other 
Agencies and Organizations 

In addition to the work of the Commission, 
there are ma.^y other rural initiatives 
currently being implemented in New Yoric. 
Agencies and organizations representing the 
spectrum of health care services and needs, 
each with its own thrust, are focusing 
specific ' y on health care delivery in rural 
areas, i.lajor activities that have been 
orought to the attention of the Commission 
members and staff arc featured in the 
following section. 



57 



63 



Euphemia (Mickoy) Hall, 
chairperson of the Task 
Force on Rural Health 
Strategies (of the NYS 
Hospital Review and 
Planning Council) as wei! 
as chair of the Rural 
Health Council 
(established in 1988 by 
the Governor), 
addressing symposium 
participants. 




Program Initiatives and Activities: 

The number of rural health care programs 
and activities currently underway prohibits a 
complete listing in the space available here. 
Following is a description of major 
initiatives and participants. 

Task Force on Rural Health Strategies 
In 1987 the NYS Hospital Review and 
Planning Council f -med a Task Force on 
Rural Health Straiwaics, of which 
Commission Directoi Ron Brach served as a 
member. Chaired by Euphemia (Mickey) 
V. HaU, its purpose was to examine niral 
he?iliH issues and identify strategies to 
address priority concerns. A key 
recommendation of its report (Toward 
Improving Rural Health Care. November, 
1987) was the establishment of a rural 
health council to monitor and evaluate 
statewide health policies and to promote 
rural network uevelopmcnt (both of which 
were also recommended at the Commission's 
statewide rural health symposia). 
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Rural Health Council 
In the Spring of 1988 the state Department 
of Health established a Rural Health Council 
(also chaired by Ms. Hall), to analyze and 
make recommendations regarding the 
delivery of health care services in rural 
areas. This Council reports to the Planning 
Committee of the larger State Hospital 
Review and Planning Council, which is 
responsible for health care planning and 
regulation throughout the state. Major 
efforts of the Rural Health Council at this 
point include: developing a Voluntary Self- 
Assessment Tool for rural hospitals; 
analyzing reimbursement methods for 
community-based care; and exploring the 
development of a statewide 911 emergency 
response system. 

State Health Planning Study 
The Council on Health Care Financing is 
currently completing a study of the nealth 
care planning system in New York State, 
analyzing planning methods and alternatives 
at both the state and local levels. The 
Council is developing a proposal regarding 
the future of the health planning system, 
which it will submit to the Legislature 
during the 1989 session. 



The Director of the Office 
of Rural Affairs, Joseph 
Gerace, addressing the 
symposium participants. 



Trade Associations — Rural Task 
Forces 

Many statewide health care trade 
associations have recently recognized tlx 
importance and unique nature of service 
delivery in rural areas. Thus, they have 
established task forces or committees to 
specifically address rural concerns, and 
report to the full membership. The Rural 
Health Task Force of the New York 
Association of Homes and Services for tlie 
Aging (NYAHSA), for example, recently 
completed a report devoted strictly to rural 
issues. Some associations which now have 
rural task forces include: the Hospital 
Association of New York State (HANYS); 
the state Farm Bureau; the New York 
Association of Homes and Services for the 
Aging (NYAHSA); and the Home Care 
Association of New York. 

Rural Health Conference 
Tlie State Office of Rural Affairs is 
planning its first major activity in the area 
of rural health care by sponsoring a Rural 
Healtli Conference in December 1988. The 
Conference is to be co-sponsored by the 
Department of Health. 



Classification of NYS Counties'^ 
Metropolitan - Rural Continuum 

Graphic' presentations throughout this report were produced using a set of six categories of county 
types. Counties are grouped along a continuum from the niost metropohtan (Type 1) to the most 
rural (Type 6). 



Type 1 
Type 2; 
Type 3 
Type 4 
Type 5 
Type 6 



Downstate Metropolitan 

Upstate Metropohtan 

Rural With Extensive Urban Influence 

Rural With Considerable Urban Influence 

Rural Wit* Moderate Urban Influence 

Rural With Limited Urban InCuence 



The 62 NYS counties in the six county types, from Most Metropolitan to Most Rural are: 



Metropolitan- 




Type 1 




Bronx 




Kings 




Nassau 


Type 2 


Ne v York 


Albany 


Queens 


Broome 


Richmond 


Dutchess 


Rockland 


Erie 


Suffolk 


Moii.oc 


Westchester 


Niagara 




Oneida 




Onondaga 




Orange 



Type 3 

Cayuga 

Pulton 

Genesee 

Madison 

Montgomery 

Ontario 

Oswego 

Rensselaer 

Saratoga 

Schenectady 

Wayne 



Type 4 

Cattaraugus 

Chauiauqua 

Chemung 

ainton 

CortJand 

Jefferson 

Otsego 

St. Lawrence 

Steuben 

Tompkins 

Ulster 

Warren 



Type 5 

Columbia 

Greene 

Hamilton 

Schoharie 

Schuyler 

Seneca 

Tioga 

Washington 

Wyoming 

Yates 



Type 6 

AUegany 

Chenango 

Delaware 

Essex 

F. klin 

LcwiS 

Sulhvan 



*!'or details on the design of this class ifiaui on system, sec ilie Commission's report, Socioeconomic Trends in 
Rural New York State: Toward the list Century (1984). 



Special Note to Reade rs: 

In recommending rural hcahh policy and programs the Commission recogni/cs there are outlying ireas within several 
metropolitan counties that have rural needs and conditions. Therefore, such niral areas are typically included m program 
eligibility criteria developed by policymakers, along w ith the 44 rural counties In all, approxin.aiely 80 percent of the state's 
land area is rural in character and home to over 3 million New Yorkers. 
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Appendix C: Symposium Participants 



Workgroup on System Framework 

{Senator John /. McHugh Moderator; Joseph Nash Recorder) 



Guest ^acuity 



Ira Moscovicc, Ph D. 
Univcrsily of Minncsou 
School of I>jbUc Ucalih 
420 Delaware Slrcci, S.E, 
Box 729 

Minneapolis, MN 55455 
(612) 624-8618 



Bnice Amundson, M.D 
Dirccior 

Rural ilospiial Projcci 
Univcrsiiy of Washinglon 
SeaiUe, Washington 98195 
(206) 543-2461 



Jo-Ann Consianuno 
Director 

NTS Assembly Health 

Cmte 
Albany, New York 
12248 

(518) 4554646 



Steering Committee Members 



Leonard Culler, i*h D 
NYS Senate Grcnis 

Officer 
90 South Swan Street 
Albany, New York 
12247 

(518) 455-2158 



Ronald Rcise 

Acting Director, Planning 

and Policy 
NYS Health Depamr.cnt 
Coming Tower, Room 
1619 

Albany, New York 
12237 

f518) 473-4700 



Mary Catherine Traynor 
Deputy Director 
Hospital Trustees of NYS 
74 N. Pearl Street 
Albany, New York 
12207 

(518) 434-7999 



Monon H Abramowiiz, Esq 
President/Board Chaimian 
;iSA of Wcslem New York 
2070 Shendan Dnve 
Buffalo. Ne v York 14223 
(716) 876-7131 

Richard Aikens 
RD 2 

Delside Acres 

Delhi, New York 13753 



Bruce Armisiead 
Hxccuuvc Director 
Delaware County Family and 

Community Services 
72 Mam Street 
Dellii. New York 13753 
(607) 746-6392 



Beth P BelJ. M D 
Rushvillc Health Center 
P.O Box 607 

Ru^hville. New York 14544 
(716) 554-6824 

Gordon Cummings 
Member, Board of Directors 
Tompkins Community Hosp 1285 
Ta'Tiansburg Road 
J'haca, New York 14850 
(607) 274-4443 



Slcphin L Dimgan 

Director of Community Services, 

Delaware Comity Mental Health 

One Hospital Road 

Walton, New York 13856 

(607) 865-7346 

Richard Hndres, M.D 
Rochester W*yne Medical Group 
Sodus, New York 14551 
(315) 483«6214 



Participants 

James B. Foster 
Af^minisirator 
Lake Shore Hospital 
854 Routes 5 & 20 
Irving, New York 14081 
(716) 934-2654 



Joseph Ger^ce 
Director 

Office of Rural Affairs 
State Capitol, 2nd Floor 
Albany, New York 12224 
(518) 47 J 9003 



Peter Holdcn 

Executive Vice President 

VitiUiance, Inc 

1231 Delaware Avenue 

Buffalo, New York 14209 

(716) 882-2291 



James A. King 
Gmton Co Fire Coordmator 
Clinton County Office of HMS 
137 Margaret Street 
Plaiisburgh, New York 12091 
(518) 565-4791 



Gail I^ulenschuctz 
Director of Support Services 
Placid Memonal Hospital 
I^e Plae'H New York 12946 
(518) 523 1 



Mare Mendehcrfin 
Director of Planrung 
Community General Hospital of 

SuUivaii County 
BushviUe Road 
Hams. New York 12742 
(914) 794-3300 



iloyd E. Meizgcr 
Assisunl Vice President 
Gulhnc Me4ical Group 
Gulhne, S'^'^arc 
Say re, Pennsylvania ^S840 
(717) 888-5858 



Gary Preiser, M.D. 
Delaware Valley Hospital 
Titus Place 

Walton, New York V 
(607) 865-6526 



Timothy Reardon 
Administrator 

Adirondack Regionikl Hospital 
200 Smith Dnvc 
Connth, New York 12822 
(518) 654-9041 



C Christopher Rush 
Associate Bureau Director 
NYS Dept. of Social Servues 
40 N Pearl Strcci 
Albany, New York 12243 
(518) 473-5507 



David Summers 
Chief Executive Officer 
Margaret VI lie Mcnional Hospital 
Roxbury, New York 12474 
(607) 326.7751 



Jean Swecney»Dunn 

Director of Comrnunity Nursing 

Services 
for the Elderly 
825 Broadway 
Hlmira. New York 14904 
(607) 734-7079 
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Workgroup on Reimbursement 

(Assemblyman William L Parment - Moderator; Julie L Austin Recorder) 



Sicvcn Roscnburg 

Consuhdni 

Box 16, Elm Road 

BoImas,CA 94924 

(415) 868-0180 



Guest Faculty 



James L Scoii 
Vice Prcsidcni 

American Healthcare Insiilutc 
1919 Pennsylvania Avenue 
Washington, O.C. 20006 
(202> ?93-2840 



Sclh Gordon 

Associate Director of Professional 

and Regulatory Affairs 
Jlospital Association of NYS 
74 North Pearl Street 
Albany, New York 12207 
(518) 434-7600 



Steering Committee Members 

Darrell Jeffers 
Director 

f:YS Council on Health 

Care Financing 
Agency BIdg. #4 
Albany, New York 12237 
(518) 455-2067 



Bruce Stanley 
Executive Dir<u;tor 
Northeastern New York HSA 
Pine West Plaza 
Washington Avenue Extension 
Albany. New York 12205 
(518) 452.3300 



Helen Baran 

Rural Hosp. Advisory Comni 
191 West Mair. Street 
Westfield, New York 14787 
(716) 326-3633 

Timothy Callaghan 

Administrator 

Cuba Memorial Hospital 

140 West Mam Street 

Cuba, New York 14727 

(716) 968-2000 

Thomas J. Feldman 
Assistant Vice President 
Millard Fillmore Hosp. 
3 Gates Circle 
Buiialo, NY 14209 
(716) 887-4808 

Leo G. Friel 
Administrator 
The Hospital 

Sidney, New Ycrk 13838 
(607) 563-3512 

Michael Gilbcnson 
Director 

EMS Development Program 
NYS Department of Health 
Albany, New York 12237 
'518) 474-0911 

Daniel Govemanti 
Administrator 

Gloversville Extended Care & 

Nuising Home Co , Inc. 
99 Easi State Street 
Gloversville, NY 12078 
(518) 725-8611 



Participant s 

Ruth Helterline 
President of the Board 
Little Falls Hospital 
676 E. Main Street 
LitUe FaUs, NY 13365 
(315) 823-3534 

Helen Hines 

Human Services Program 
Coordinator 

NYS Assoc. of Counties 
150 State Street 
Albany, NY 12207 
(518) 465-2473 

Joseph F. IzLo 
Greene Co. Legislator 
288 Main Street 
Catskill, NY 12414 
(518) 943-3080 

Robert J. Kayser 
President and CEO 
House of the Good Samaritan 
830 Washington Street 
Waiertown, NY 13601 
(315) 785-4121 

Keith Kinnally 
Consultant 
Kinnally Associates 
120 Defreest Drive 
Troy, New York 12180 
(518) 283-2673 

August Leinhart, M D. 
Amot-Ogden Memorial Hospital 
600 Roe Avenue 
Elmira, NY 14905 
(607) 737-4232 



Mary C. Ligouri 

Planned Parenthood of Broome ( 

Chenango 
3725 Gates Road 
Vestal, NY 13850 
(607) 334-6378 



Roger A. Masse 
Administrator 
Community Hospital 
Harper Street 
Stamford, NY 12167 
(607) 652-7521 



William h. Mcllwaine 
Public Health Administrator 
Cattaraugus County Health Dept. 
Olcan, New York 14760 
(716) 375-4121 



John A. Michcll 
Associate Health Care 

Fiscal Analyst 
NYS Health Department 
Coming Tower 
Albany. New York 12237 
(518) 474-3020 



Ronald Wcrthman 
Chaimian of the Board 
At Home Cai2, Inc. 
One Atwell Road 
Coopcrstown, NY 13326 
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Workgroup on Personnel 

(Assemblyman John GA. O'Neil - 



- Moderator; Peter Fredericks Recorder) 



Guest Faculty 



Marsha Kilgorc 
Manager 

Office Of Rural Health 
3886 Beverly Street, N li , 

Suiie 19 
Salem, Oregon 97305 
(503) 378-4068 



Timoiiiy Size 
Hxecut've Director 

Rural Wisconsin Hospital Cooperative 
404 Phillips Blvd. 
Sauk City, Wisconsin 53583 
(608) 641-2343 



David Boucher 
Vice President of Planning 
Mary Imogene Bassett Hospital 
One Atwcll Road 
Cooperstown, New York 13326 
(607) 547-3101 



David Anmstiong 
Administrator 
Little Falls Hospital 
Liille Falls, NY i3365 
(315) 866J146 

RtcharJ H Benoit 
President 

Central New York 

Hospital Association 
5793 Widewaiers Pa'^kway 
Syracuse, New York 13214 
(315) 445-1851 

Maryann li. Burke 
PcDuty Director 
Moil c Care Assoc. of NYS 
840 James Street 
Syracuse, New York 13203 
(315) 475-7226 

I-'llcii Col)ocr 

Dean of Nursing 

SUNY College of Technology 

P.O. Box 3050 

t'tica New York 13504 

(315; 792-7295 

'Hiomas J. Cowell 
District Super'tucndent 
Unemployment Insurance/Jot> 

Service 
NYS Depitiiment of I^bor 
40.^2 Mam Street 
Binghamton, NY 13905 
(607) 772-8770 

J. Walker Crewson 

J'lPA Coordinator 

NYS Education Dept. Room 379. 

Hd. Bldg. A Albany, NY 12234 

(518) 474-2465 



Steering Committee Members 

Warren Marcus 

Executive Director (Former) 

Clinical Medical Network 

Utica College of Syracuse Univer. 

Utica, New York 13504 

(315) 724-7530 



Participants 

Mary H. Fairbanks 

Vice Chairperson 

Task Force on Rural Health 

Strategies 
R.D n. Box 94 
Bambridge, NY 13733 
(607) 967-7310 



Marthe Gold, M.D. 
O'Connor Hospital 
Andes Road 
Delhi, NY 13753 
(607) 746.2130 



Ixslie A. Hawkins 
Administrator 

Inler-Conimuniiy Memorial 

Hospital 
2600 William Street 
Newfane, NY 14108 
(716) 778-5111 



Libby Howell 
lixeculive Director 
Planned Parenthood of 

the Southern Tier 
180 Clemens Ct: I'kwy 
Hlmira, NY 1490- 
(607) 734-3921 



Charles G. lUinlington 
Heallli Policy Fellow 
American Academy of 
Physician's Assistants 
1117 NWi 19th Street 
Arlington, VA 22209 
(703) 525-4200 



Christine Pushkarsh 

Executive Director 

IntcrCounty Home Care 

Consortium 

39 PhiUip Street 

Albany, New York 12207 

(518) 463-4411 



Beverly R. lanuzi 
Associate Director 
NVS Nurses Association 
2113 Western Avenue 
Guilderland, NY 12084 
(518) 456-5371 

Dane M. Long 
Senior Staff Associate 
Finger Lakes HS/. 
145 College AvenUw 
Rochester, NY 4607 
(716) 461-3520 

Brian McBride, Ph.D. 
Fxecuiwe Director 
USA of Western NY 
20*^0 Sheridan Avenue 
Buffalo. NY 14223 
(716) 876-7131 

Marion Osirander, RN 
Supervising Pu**lic I health Nurse 
Ulster County Health Department 
300 Flaibush Avenue 
Kingston. New York 12401 
(914) 338-8443 

Mary F. Ritillng 

Assistant Professor of Nursing 

SUNY at Delhi 

519 Fvendon Tower 

Delhi, New York 13753 

(607) 746-4370 



John Rugge, M.D. 
/Ixeeutivc Director 
IIud<;on Hcadwaf 
Health Center P' a 
Warrensburg, N<.vv York 12885 
(518) 623-2844 
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Workgroup on Access 

(Assemblyman Anthony J. Casale - Moderator; Mary Shands Recorder) 



Guest Faculty 



Jeffrey C Baiicr, Ph D 
P.O. Hox 7 
Ihllrose, CO 80733 
(303) 847-3725 



John V. Andrus 
Director of Pi'blic Health 
6 Margaret Street 
P.O. Bo' 769 

Plattsbu.gh, New York 12901 
(518) 565-3250 



Cecil G. Sheps. M.D.. M.P.H.. Ph.D. (Hon.), 
D.Sc. (Hon.) 

Taylor Grandy Distinguished Professor of 

npidemiology, Emeritus 
University of North Carolina 
Chase Hall 132 A 
Chapel Hill. NC 27514 
(919) 966*5011 



Steering Committee Members 

Euphemia (Mickey) HalJ 
Chairperson, Task Force on Rural 
Health Strategies, NYS Hospital 
Review and Planning Council 
44 Reber Road, P.O. Box 562 
Willsboro, New York 12996 
(518) 963-4148 



Robert L. Telford 
Executive Director 
The Deposit Foundation, Inc. 
P.O. Box 41 

Deposit, New York 13754 
(607) 467-4000 



Terrancc M Bcdient 
Chief Executive Officer 
Myers Community Hospital 
P.O. Box 310 
Sodus, New York 14551 
(315) 483-9161 

ChnsiinD Braley 

NYS Committee Agamsi Hunger 
90 State Street, Room 529 
Albany, New York 12207 
(518) 436-5612 



Dyan Campbell, R.N. 

Director of Patient Services 

Skillivan County Public Health 

Nursing Service 

l.ox 590, hifinnary Road 

Liberty, NY 12754 

(914) 292-3399 

Janice L. Charles 

Hxecjiivc Direcior 

North Coi ^iry Children's (*lin»c 

35 Hmpsdll Pla/a 

Waiertown, NY 601 

(315) 782-9450 



Reverend Linda Chase 
I'lrsi Presbyterian Church 
112 I{. Main Street 
Springville, NY 14141 
(716) 592-4321 

B, Stockton Clark 
Unit Health, Program Initiatives 
NYS Office for the Aging 
Ag. Bldg. ^2, 4ih in. 
Albany, NY 12223 



Participants 

Daniel R. Coughlin 

Director, Comm. Health Services 

Tioga Co. Mental Health Clinic 

231 Main Street 

Owego, NY 13827 

(607) 687-4000 



Joan Fredericks 
Member of the Board 
O'Connor Hospital 
Andes Road 
Delhi, NY 13753 
(607) 746-2371 

Rev Stephen H. Gratio 
Diocesan Director 
Catholic Charities of the 
Diocese of Ogdensburg 
P.O. Boa 296 
Ogdensburg, NY 13669 
(315) 393-2660 



Frances Leavenworth 
NY-PLNN Health Systems 

Agency 
306 Chenango Street 
Binghamlon, NY 13901 
(60'') 722-3445 



Michael McGinley 

Director of Planning 

F "er I^kes Area Hospital Corp 

1 I'ranUin Square, 14th I-Ioor 

Geneva, New York 14456 

(315) 789-7632 



James M. Murphy 
Member, Board of Managers 
Massena Memorial Hospital 
One Hospital Drive 
Massena, New York 13662 
(315) 764-1711 

James J. Norton, M.D. 
Task Force on Rural Health 
Schuyler Hospital 
2000 Gano Rd, Box 86 
Montour Falls, NY 14865 
(607) 535-7154 

Jane M. Preston 

Essex Co Housing Assistance 

Program 

P.O. Box 32 

Westport, NY 12993 

(518) 873-6888 

Margaret Warden 
Adnimistrator 
Moses-Ludington Hospital 
Wicker Street 
Ticonderoga, NY 12883 
(518) 585-2831 

Phyllis Williams 
Executive Direcior 
Home Health Care of 

Hamilton County 
Crow ilill Road 
Indian Lake, NY 12842 
(518) 648-5994 

James Wright, M.D. 
NYS Acad of I'aniily Physician- 
63 Gleascn Street 
Gouvenicur, NY 13642 
(315) 287-1137 
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Workgroup on Coordination 

(Senaw James L. Seward - Moderator; Thomas Stalter - Recorder) 



Guest Faculty 



Jotin A. Kroui Ph.D. 

Associate Professor of Sociology 

Dcpi of Sociology & 

Anthropology 

SUNY College ai Fredonia 

Frcdonia, New York 14063 

(716) 673-3469 



Richard P. Nelson, M.D. 
Director 

Iowa Child Health Specialty Clinics 
University of Iowa 
246 Hospital School 
lowd City, Iowa 52242 
(319) 356-1118 



Paul G. I-itzpatrick 
Assistant Chief Health Planner 
NYS Hopamnent of Healili 
Coining '^ower, ' om 1656 
Albany, .>cw York 12237 
(518) 474-5565 



Donna C. Bird 
Primary Care Planner 
USA of Northeastern NY 
Pine West Plaza 
Washington Ave. Extension 
Albany, New York 12205 
(518) 452-3300 

Joyce M. Durgerian 

Senior Labo; Standards 

Investigator 

NYS Dept. of Labor 

Room 534, Bldg >2 

Albany, NY 12240 

(518) 457-4321 

Margjeriia Fiorentino 
Regional Program Consultant 
Rural and Migrant Health 
Public Health Service 
1115 I: Boston Post Rd 
Mamaroneck, NY 10543 
(212) 264-2547 

Morton Flexer 
Admmistrator 

Weslfield Memorial Hospital 
189 East Main Street 
Weslfield. New York M787 
(716) 326-4921 

Shirley Gordon 

Hxecutive Director 

Family Planning Advocates of 

NYS 

284 Si<.le Street 

Albany, New York 12210 

(518) 436-8408 



Steering Committee Members 

Robert Reid 

Program Assistant 

Senate Majority Program Office 

Room 429, State Capitol 

Albany, New York 12224 

(518) 455-2408 



Participan ts 

Sister Mary Paschal HiH 

Admmistrator 

Mercy Health Care Center 

114 Wawbeek Avenue 

Tuppcr Lake, NY 12986 

(518) 359-3355 

Stoner E. Horey, M.D. 
Steuben County Legislator 
9 Crosby Street 
Ilomell, New ^ork 14843 
(607) 324-1874 

I^rraine B, Kabot 
President and CEO 
A.O. Fox Memorial Hospiial 
1 Norton Avenue 
Oneonia, New York 13820 
(607) 432-2000 

H Stanley Kaltenbom, J D. 
Associate Insurance Policy 

lixaminer 
NYS Insurance Department 
Agency Bldg. #1, ESP 
Albany, New York 12257 
(518) 473-7780 

Frank W. Mirabito 
Assistant Administrator 
Chenango Mem. Hosp. 
179 North Broad Street 
Norwich. NY 13815 
(607) 335.4239 

John R. Morahan 

Director of Planning/Marketing 

Mercy Health Systems 

565 Abbott Road 

Buffalo, NY 14220 

(716) 827-2375 



Irwin Rockoff 
Commissioner 
Ontario County Department 

of Social Services 
120 N. Main Street 
Canandaigua, New York 14424 
(716) 396-4105 



Timothy J. Palmer 
Executive Director 
NYS Rural Housing Coalition 
112 State St, 11th Floor 
Albany, NY 12207 
(518) 434.1314 

Sharon Railey 
Dept. of Social Services 
40 N. i^earl Street 
Albany, NY 12243 
(518) 432-2518 

Carl J. Stefanik, P.E. 
Administrator 

Schoharie Co. Dept. of Health 
342 Main St, Box 667 
Schoharie, NY 12157 
(518) 295-8164 

Mark C. Sioddart, FA-C, MBA 

Assistant Director 

S:. Lawrence County Health/ 

Mental Health Services 
P.O. Box 5157 
Potsdam, New York 13676 
(315) 265-3730 

Dr. William F'. S'.reck 
Director 

Mary Imogene Bassett Hospiial 
One Atwell R»"ad 
Coopcritown, New York 13326 
(607) 547-3456 

Margaret Wiliiams 

Director, Madison County Office 

for the Aging 
P.O. Box 250 

Momsville, Nev York 13408 
(315) 684.9424 
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Appendix D 



Agencies, Associations, and Councils that Directly 
Affect Rural Health Policy and Delivery Systems In 
New York State 



A great many state and federal agencies and 
health care trade associations undertake 
activities which have a direct bearing on 
health care facilities and providers in rural 
New York. An often repeated complaint of 
rural providers is the number of agencies 
with which one has to work in order to 
receive approval for a projee *o solve 
problems or complications or lo obtain 
infor^.ation. The great number of siate 
executive and legislative agencies, each 
having particular regulations and 
requirements, means much of the already 
limited professional staff time in rurai 
facilities is devoted to learning about and 
complying with regulations. 



This appendix contains a listing of some of 
the many agencies and oi^ganizations 
involved in healtli care policy and service 
delivery. This mcludes state executive 
offices, departments, and advisory councils; 
state legislative committees, tatk forces, and 
commissions; federal government agencies; 
and various health care associations, 
agencies and interest groups. 



Executive Branch 

Office of llie Governor 

Deparlmenl of Healtli 

Office of Rural Affairs 

Department of Social Services 

Department of Mental Hygiene 

Office of Mental Health 

Oiiice of Mental Retardation and 
Developmental Disabilities 

Office of Alcoholism and Substance Abuse 

Division of Alcoholism and 
Alcohol Abuse 

Division of Substance Abuse 
Services 

Office of the Advocate for llie Disabled 
Office for the Aging 



Department of Labor 
Division of the Budget 
Insurance Department 

Medical Care Facilities Finance Agency (MCFFA) 

State University of New York 

Department of Trans^ "tation 

Research Foundation lor Mental Hygiene 

Department of Public Service 

Department of Stale 

Division of Housing and Community Renewal 
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Federal Government Agencies 

Dcparlmeni of Health and Human Services 
Public Heallh Service 
Health Care Financing Adminisiraiion 
Social Security Administration 
Office of Human Development Services 



Human Nutrition Infonnaiion Service 
Economic Development Administration 
DoparUnent of Housing and Urban Development 
Occupational Safety and Health Administration 
DeparUnent of Transportation 



Health Care Associations, Agencies, 

Family Planning Advocates New York State, Inc. 

Home Care Association of New York Slate, Inc. 

Medical Society of New York Stale 

New York Association of Private Hospitals, Inc. 

New York State Health Facilities Association 

New York Association of Adult Homes, Inc. 

Heallh Insurance Association of America 

New York State Society of Physician's Assistants 

New York State Public Health Associauon 

Hospital Trustees of New York State 

Hospital Association of New York Stale 

Central New York Hospital Association 
Greater New York Hospital Association 
Northeastern New York Hospital Ass*n 
Nassau-Suffolk Hospital Council 
Northern Metropolitan Hospital Ass'n 
Rochester Region 'ospital Associaticn 
Western New York Hospital Association 

New York State Association of Counties 

The Association of Towns of New York State 

NYS Tonference of Mayors ;ind Oilier Municipal 
Officials 



Authorities^ and Interest Groups 

New York State School Boards Association 

New York State Rural Schools Program 

NYS Ass'n of Independent Colleges and Universities 

NY Ass'n of Homes and Services for the Aging 

New York State Academy of Family Physicians 

New York Public Welfare Association 

NYS Area Offices for the Aging 

Statewide Seidor Action Council 

The Business Council of New York State 

NYS Health Maintenance Organization Conference 

NYS Association of Heallh Systems Agencies 

HSA of Norilieaslem New York 

Hudson Valley HSa 

Finger La]:es HSA 

HSA of Western New York 

Central Now York HSA 

HSA of New York City 

Nassau-Suffolk HSA 

NY-PENN HSA 
NYS Facilities Development Corporation 
Council of Stale Governments 
National Conference of State LcgiMatures 
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Legislative Branch 




Senate Standing Committees: 




Aging 


Finance 




Transportation 


Health 


Education 


Menial Hygiene 


Environmental Conservation 


Social Services 


Higher Education 


Insurance 


Labor 


Child Care 


Housing and Community Development 


Assembly Standing Committees: 




Aging 


Children and Families 


Alcoholism and Drug Abuse 




Health 


Higher Education 


Menial Health 


Transportation 


Social Services 


Ways and Means 


Insurance 


Rnvironmpnial r^nn<;prvntinn 


Senate Select and Special Committees: 




Select Committee on the Disabled 




Assembly T sk Forces: 




Task Force on the Disabled 


Task Force on the Homeless 



Task Force on Food, Farm and Nutrition PoKcy 
Joint Senate-Assembly Commissions: 

Council on Health Care Financing Administrative Regulations Review Commission 

Commission on Rural Resources Commission on Toxic Substances and Hazardous 

Wastes 
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Executive Branch Councils and Committees 

Office of the Governor: 
Council on Children and Fcmilies 
Council on Develcomenlal Disabililies Planning 
Slale Board of Social Welfare 
Coi amission on Child Care 
Task Force on Adolescent Pregnancy 
Elderly Pharmaceutical Insurance Coverage Panel 



Commission on Quality of Care for llie Mentally 
Disabled 

Worker's Compensation Board 

State Boards for the Professions (dentistry, medicine.^ 
nursing, chiropractic, occupational therapy, ophthalmic 
dispensing, optometQ', pharmacy, physical therapy, 
poqiatry, psychology, social work, speech-language 
pathology and audiology) 



Department of Health: 

Public Health Council 

Hospital Review and Planning Council 

Rural Health Council 

Advisory Council on 'Physician's Assistants and 
Specialist's Assistants 

Board of Examiners of Nursing Home 
Administrators 



Emergency Medical Services Council 
Council cn Home Care Services 
Statewide Health Coordinating Council 
NYS Health Services Corps 
State Board for Profcrsional Medical Conduct 



Department of Mental Hygiene: 

Menfal Health Services Council 

Advisory Council on Mental Retardation tind 
Developmental Disabilities 

Council on Community Residential Services to the 
Mentally Retarded and Developmentally Disabled 



Council on Intermediate Care Facilities for the 
Mentally Retarded 

Advisory Council on Alcoholism Services 
Advisory Council on Substance Abase 
Council for Mental Hygiene Planning 



Department of Social Services: 
Medical Advisory Committee 
iiural Services Advisory Committee 



Department of Transportation: 

Interagency Coordinating Committee on Run ' Public Transportation 
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